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POISON  CONTROL  CENTERS:  IS  THERE  AN 
ANTIDOTE  FOR  BUDGET  CUTS? 


TUESDAY,  MARCH  15,  1994 

House  of  Representatives, 

Human  Resources  and 
Intergovernmental  Relations  Subcommittee 
of  the  Committee  on  Government  Operations, 

Washington,  DC. 

The  subcommittee  met,  pursuant  to  notice,  at  10:10  a.m.,  in  room 
2247,  Rayburn  House  Office  Building,  Hon.  Edolphus  Towns  (chair- 
man of  tne  subcommittee)  presiding. 

Present:  Representatives  Edolphus  Towns,  Donald  M.  Payne,  and 
John  L.  Mica. 

Also  present:  Representative  Barbara-Rose  Collins. 

Staff  present:  Ronald  A.  Stroman,  staff  director;  William  M. 
Layden,  professional  staff  member;  Martine  M.  DiCroce,  clerk;  and 
Martha  B.  Morgan,  minority  professional  staff,  Committee  on  Gov- 
ernment Operations. 

OPENING  STATEMENT  OF  CHAIRMAN  TOWNS 

Mr.  Towns.  The  Human  Resources  and  Intergovernmental  Rela- 
tions Subcommittee  of  the  Government  Operations  Committee  will 
now  come  to  order. 

When  your  child  is  poisoned,  you  have  a  life  threatening  emer- 
gency. You  need  immediate  help.  Who  do  you  call?  You  call  your 
poison  center.  That  phone  call  may  be  the  difference  between  life 
or  death.  But  who  do  you  call  when  your  poison  center  closes? 

The  subcommittee's  6-month  investigation  into  the  funding  plight 
of  poison  control  centers  has  found  that  the  Nation's  poison  centers 
are  in  critical  condition.  Only  about  half  of  all  Americans  have  ac- 
cess to  poison  centers  that  meet  national  quality  standards,  and 
the  number  is  declining  rapidly.  As  hospitals  cut  nonrevenue  gen- 
erating community  services,  poison  centers  across  the  country  are 
closing  down. 

The  subcommittee  has  found  that  poison  centers  have  been 
forced  to  put  emergency  calls  on  hold  or  tell  frightened  parents 
that  they  cannot  help  a  poisoned  child  because  of  budget  cuts.  Poi- 
son experts  have  stopped  visiting  schools  to  teach  children  about 
the  dangers  of  poison.  Poison  experts  have  stopped  spreading  the 
word  about  "Mr.  Yuk." 

Poison  centers  save  lives,  and  they  save  money.  In  1992  poison 
centers  provided  free  first  aid  advice  over  the  phone  to  2.4  million 
poisoning  cases,  about  60  percent  of  which  involved  children  young- 
er than  6  years  of  age.  Because  over  70  percent  of  cases  reported 
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to  poison  centers  are  handled  over  the  phone  in  the  patient's  own 
home,  poison  centers  avoid  unnecessary  emergency  room  visits,  am- 
bulance runs,  and  hospital  admissions.  Several  studies  have  shown 
that  every  $1  spent  on  poison  control  centers  saves  between  $4  and 
$9  in  unnecessary  health  care  expenses. 

Today  the  subcommittee  will  explore  whether  there  is  an  anti- 
dote for  the  budget  cuts  that  are  forcing  the  Nation's  poison  centers 
to  close.  Closing  poison  centers  is  health  care  retreat,  not  health 
care  reform,  and  we  need  to  understand  that. 

Next  week  is  National  Poison  Prevention  Week.  It  is  a  chance  for 
the  Nation  to  recommit  itself  to  prevent  poisonings  and  deaths  due 
to  poisonings.  Let's  work  together  to  ensure  that  we  guarantee  ac- 
cess to  quality  poison  control  services  to  all  Americans. 

At  this  time,  I  would  like  to  yield  to  Congressman  Payne,  a  mem- 
ber of  the  subcommittee  from  New  Jersey. 

Mr.  Payne.  Thank  you  very  much,  Mr.  Chairman.  I  would  like 
to  commend  you,  Mr.  Chairman,  for  your  leadership  in  calling  this 
hearing  today.  I  also  would  like  to  thank  the  witnesses  who  have 
agreed  to  testify  today.  Also,  let  me  congratulate  you  for  the  press 
conference  held  on  Poison  Prevention  Week,  because  we  feel  that 
it  is  very  important  to  focus  on  this  issue,  educating  children  and 
parents  about  taking  safety  precautions  that  can  literally  be  a  mat- 
ter of  life  and  death. 

Furthermore,  I  would  like  to  welcome  Dr.  Steven  Marcus,  execu- 
tive director  of  the  New  Jersey  Poison  Information  and  Education 
System,  who  will  testify  later  in  the  hearing.  He  has  worked  tire- 
lessly in  eliminating  dangers  to  our  children's  health. 

Unintentional  childhood  poisonings  are  a  very,  very  serious  prob- 
lem in  this  country.  Almost  half  of  emergency  telephone  cases  in- 
volve children  under  2.  Almost  60  percent  of  these  cases  involve 
children  younger  than  6.  In  New  Jersey,  childhood  lead  poisoning 
remains  a  very,  very  serious  problem  in  our  public  health  system. 

According  to  the  1988  statistics  of  the  Agency  for  Toxic  Sub- 
stance and  Disease  Registry,  80,300  children  living  in  Newark  were 
at  risk  of  lead  poisoning  because  they  resided  in  dwellings  with 
lead  interior  paint. 

Newark  ranked  6th  and  Jersey  City,  21st  among  cities  with  the 
most  children  living  in  danger  of  poisoning  because  of  their  hous- 
ing. The  increased  number  of  hazardous  chemical  compounds  avail- 
able on  the  market  are  also  fueling  the  increase  in  the  number  of 
children  exposed  to  these  dangers.  Unfortunately,  it  is  statistics 
like  these  that  dictate  the  need  for  places  like  New  Jersey  Poison 
Information  and  Education  System,  headed  by  Dr.  Marcus  in  New- 
ark, to  have  more  attention. 

Most  cases  of  unintentional  poisonings  are  handled  over  the 
phone  in  the  patient's  home.  In  recent  years,  funding  for  these  life- 
saving  centers  has  dwindled,  and  every  time  government  has 
sought  to  reduce  expenditures,  these  centers  have  been  the  first 
lined  up  for  the  budgetary  axe.  Because  unnecessary  runs  to  emer- 
gency rooms  have  been  eliminated,  as  has  been  indicated  by  the 
chairman,  poison  control  centers  have  shown  that  we  can  save  be- 
tween $4  and  $9  in  unnecessary  health  care  expenses  by  having 
these  activities. 


Having  been  active  in  lead  abatement  efforts  in  New  Jersey,  I 
have  a  personal  stake  in  ensuring  that  everyone  has  access  to  these 
types  of  life-saving  services.  I  believe  that  tne  issue  shaping  the  de- 
bate should  be  the  health  and  welfare  of  our  children. 

I  would  like  once  again  to  thank  you,  Mr.  Chairman,  for  calling 
this  hearing  on  this  very  important  subject.  I  look  forward  to  hear- 
ing the  testimony  of  our  witnesses. 

Mr.  Towns.  I  would  like  to  thank  the  gentleman  from  New  Jer- 
sey, first  of  all,  for  his  kind  remarks  and  also  to  thank  him  for  all 
the  work  that  he  has  done  in  this  area.  He  believes  in  doing  any- 
thing that  you  can  do  to  protect  the  lives  of  people,  and  he  has 
been  in  the  forefront  of  not  only  this  issue,  but  other  issues  as  well. 

At  this  time,  I  would  like  to  yield  to  Congresswoman  Barbara- 
Rose  Collins,  who  is  another  person  who  has  been  in  the  forefront 
of  saving  lives,  as  well. 

Congresswoman  Barbara-Rose  Collins. 

Ms.  Collins.  Thank  you  very  much,  Mr.  Chairman. 

I  applaud  Congressman  Towns  for  recognizing  the  importance  of 
children's  poison  centers'  saving  children,  and  I  want  to  thank  him 
and  the  subcommittee  for  inviting  me  to  participate  in  today's 
hearings  on  the  need  to  support  poison  control  centers  across  tne 
Nation. 

What  parent  has  not  been  jolted  out  of  his  or  her  wits  by  a  young 
child  eating  or  drinking  something  potentially  dangerous?  What 
parent  has  not  had  that  gripping  fear  when  a  child  has  accidentally 
imbibed  a  substance  that  may  be  poisonous?  Most  of  us  have.  I 
have  as  a  grandmother.  Today's  homes  are  full  of  dangerous  sub- 
stances, from  bleach  to  floor  polish,  from  hair  mousse  to  bug  spray. 

Parents  are  tremendously  comforted  by  the  security  of  having 
knowledgeable,  authoritative  people  we  can  call  for  instant  answers 
on  how  to  handle  emergency  situations  like  this.  We  depend  on  our 
established  institutions  to  be  there  for  us  in  an  emergency. 

In  my  home  area  of  Detroit,  we  have  an  outstanding  program, 
the  poison  control  center  at  the  Children's  Hospital  of  Michigan, 
part  of  Wayne  State  University,  which  serves  18  counties  in  south- 
eastern Michigan  with  a  population  of  5.9  million.  Our  center  pro- 
vides 24-hour  telephone  assistance,  thank  God.  And  we  get  about 
60,000  calls  every  year.  We  have  a  physician  toxicologist  available 
24  hours  a  day.  Our  center  also  provides  educational  services  for 
professionals  and  the  general  public  on  poison  prevention  and 
treatment. 

Until  1991,  our  center  received  $250,000  or  one-fourth  of  its 
budget  from  the  State.  The  legislature  approved  funding  in  1992 
and  1993,  but  it  was  vetoed  by  our  Governor.  Today  our  center  re- 
ceives no  Federal,  State,  county,  or  city  funding.  Children's  Hos- 
pital and  some  generous  donors  have  essentially  been  financing  the 
center's  operations.  But  the  hospital  board  has  said  that  new  fund- 
ing must  be  found  or  the  center  may  be  closed  on  October  1,  a  mere 
7  months  away. 

Our  center  has  already  cut  some  education  services,  services  that 
prevent  poisoning  and  prevent  hospitalizations  and  prevent  death. 
We  have  already  eliminated  the  toll-free  800  public  access  number. 
Our  center  is  struggling  to  survive. 


I  hope  today's  testimony  will  help  us  formulate  a  survival  plan. 
I  want  to  welcome  to  the  subcommittee  this  morning,  Mr.  Chair- 
man, Dr.  Ralph  E.  Kauffman,  medical  director  of  the  poison  control 
center  at  Children's  Hospital  of  Michigan.  A  professor  of  pediatrics 
and  pharmacology,  Dr.  Kauffman  will  make  a  strong  case  for  find- 
ing the  funds  to  Keep  our  poison  centers  going  nationwide. 

Again,  thank  you  for  the  opportunity  to  participate  in  this  impor- 
tant hearing.  I  look  forward  to  working  with  you  to  find  a  way  to 
prevent  poison  incidents  and  to  maintain  public  services  for  people 
who  have  public  accidents.  In  our  civilized  society,  we  expect  poison 
control  centers  to  be  there  when  we  need  them. 

Thank  you,  Mr.  Chairman. 

Mr.  Towns.  Thank  you  very  much,  Congresswoman  Collins,  for 
your  statement  and  also,  as  indicated  early  on,  your  involvement 
not  only  in  this  issue  but  in  so  many  issues  that  lead  to  saving 
lives.  Thank  you  for  your  participation.  I  know  that  you  have  an- 
other hearing  and  we  understand  the  time  demands  that  you  have. 
We  are  just  delighted  that  you  were  able  to  come  by,  make  a  state- 
ment, and  show  your  support. 

Ms.  Collins.  Thank  you. 

Mr.  Towns.  At  this  time,  I  would  like  to  call  on  Jennifer  Grover. 
mother  of  a  poisoned  child,  if  she  would  come  forward.  And  I  would 
like  to  ask  Margaret  McDonald,  mother  of  a  poisoned  child,  to 
please  come  forward,  and  Cheryl  Dosh,  mother  of  a  poisoned  child, 
to  also  come  forward. 

I  would  like  to  request  special  permission  from  the  members,  be- 
cause, as  you  can  see,  Ms.  Grover  has  a  little  one  with  her,  and 
I  would  like  to  allow  her  to  go  first.  Then  after  that,  any  questions 
that  you  might  have  for  Ms.  Grover,  you  can  raise  them  with  her, 
and  then  we  would  allow  her  to  be  excused.  We  can  see  that  she 
is  extremely  busy.  Without  objection,  we  would  take  her  out  of 
order,  and  of  course  we  would  have  questions  with  her  and  then 
move  forward. 

Also,  let  me  just  say  that  there  is  a  light  in  front  of  you.  When 
you  start  out,  the  light  will  be  on  green;  5  minutes  later,  the  light 
will  turn  red.  Now,  I  know  that  some  of  you  have  an  opening  state- 
ment, but  I  will  assure  you  that  your  entire  statement  will  be  put 
in  the  record,  every  period,  every  I,  every  T,  every  everything  will 
be  in  the  record.  So  at  that  point,  when  trie  light  goes  to  red,  if  you 
would  just  quickly  summarize  we  would  certainly  appreciate  it,  and 
then  we  will  allow  the  members  of  the  panel  to  raise  specific  ques- 
tions with  you. 

At  this  time,  Ms.  Grover,  if  you  would  go  forward. 

STATEMENT  OF  JENNIFER  GROVER,  MOTHER  OF  POISONED 

CHILD 

Ms.  Grover.  Mr.  Chairman  and  members  of  the  subcommittee, 
my  name  is  Jennifer  Grover,  and  this  is  my  son  Henry.  He  is  IOV2 
months  old.  Thank  you  for  inviting  us  here  to  share  our  story  with 
you  about  the  poison  control  center. 

About  3  weeks  ago,  Henry  was  bitten  by  a  lizard.  We  had  been 
visiting  my  next-door  neighbor  in  the  evening,  and  she  has  a  pet 
lizard.  It's  really  very  small,  only  about  3  inches  long  and  only 
about  as  wide  as  two  of  my  fingers.  Henry  reached  out  to  touch  the 


lizard,  and  I  thought,  "Oh,  how  nice.  The  little  boy  is  going  to  pet 
the  lizard."  But  Henry  didn't  pet  the  lizard.  He  grabbed  the  lizard 
around  the  middle,  and  he  squeezed.  And  this  lizard,  in  fear  of  his 
life,  bit  Henry  on  tne  finger. 

Now,  this  sounds  funny  in  retrospect,  but  it  was  not  funny  at  the 
time.  Henry  is  my  first  little  boy,  and  I  was  a  panicked  mom  at 
this  time.  Henry  was  bleeding  from  his  finger,  and  I  was  wondering 
whether  or  not  this  lizard  was  poisonous.  Now,  my  neighbor  as- 
sured me  that  her  lizard  was  not  poisonous,  but  at  this  point,  that 
wasn't  making  me  feel  very  much  better,  because  I  was  really  con- 
cerned about  my  little  boy.  Even  if  the  lizard  wasn't  poisonous,  I 
was  worried  about  what  other  bacteria  or  dangers  could  be  associ- 
ated with  a  lizard  bite. 

So  my  husband  and  I  rushed  Henry  to  the  doctor.  The  doctor 
cleaned  up  Henry's  finger.  Then  the  doctor  said,  "I'm  going  to  have 
to  go  call  the  poison  control  center,  because  even  I  don  t  know  what 
to  do  with  a  lizard  bite."  She  said,  "We  don't  know  whether  lizards 
are  poisonous  or  not." 

So  the  doctor  called  the  poison  control  center,  and  thank  good- 
ness they  were  there  and  they  were  open.  This  was  evening — it  was 
about  8:30  by  this  time — but  the  people  at  the  poison  control  center 
were  right  there,  and  within  5  minutes,  the  doctor  was  able  to 
come  back  to  us  and  assure  us  that,  indeed,  this  lizard  was  not  poi- 
sonous and  that,  in  fact,  it  was  not  especially  dangerous  and  that 
Henry  was  going  to  be  just  fine. 

Now,  in  retrospect,  we  know  that  Henry  was  never  in  any  real 
danger.  The  bite  on  his  finger  wasn't  all  that  bad.  It  healed  up 
about  a  week  later,  and  lizard  bites  are  not  poisonous.  But  we 
didn't  know  that  at  the  time.  The  poison  control  center  provided  us 
with  the  reassurance  that  we  needed  as  new  parents.  And  they 
provided  us  with  the  peace  of  mind  that  came  along  with  that  reas- 
surance. And  that  was  a  big  help  to  us. 

You  have  asked  me  to  speak  to  the  role  that  the  Federal  Govern- 
ment should  play  with  the  operation  of  poison  control  centers.  As 
Henry's  mom,  it  doesn't  matter  to  me  so  much  how  the  poison  con- 
trol centers  are  funded.  What  is  more  important  to  me  is  to  be  sure 
that  they  are  going  to  be  there  24  hours  a  day,  no  matter  when 
we  need  to  call  and  no  matter  where  we  need  to  call  from,  whether 
it  is  from  here  or  somewhere  else. 

The  poison  control  center  is  something  that  I,  as  a  mom,  never 
thought  about.  I  never  even  knew  that  there  was  a  poison  control 
center  until  we  were  in  a  crisis  situation.  And  at  that  point,  the 
presence  of  the  poison  control  center  could  mean  the  difference  be- 
tween life  and  death  or  the  difference  between  a  very  sick  baby  and 
a  baby  that  is  treated  properly  and  is  able  to  recover  easily. 

So  I  hope  that  you  will  help  the  poison  control  centers  get  the 
funding  that  they  need  to  stay  open.  I  hope  and  pray  that  Henry 
and  I  never  need  to  use  the  services  of  the  poison  control  center 
again,  but  if  we  do,  I  want  them  to  be  there.  Tnank  you,  Mr.  Chair- 
man. I  would  be  happy  to  answer  any  questions  that  you  may  have. 

[The  prepared  statement  of  Ms.  Grover  follows:] 


March  15,  1994 

Mr.  Chairman  and  Members  of  the  Subcommittee: 

My  name  is  Jenny  Grover,  and  this  is  my  son  Henry.   Thank  you  for 
inviting  me  here  today  to  share  my  story  about  the  Poison  Control 
Center  with  you.   About  3  weeks  ago,  Henry  was  bitten  on  the  finger 
by  a  small  lizard  called  a  gecko  while  we  were  visiting  my 
neighbor.   The  gecko  is  only  about  3  inches  long  and  no  thicker 
around  than  two  of  my  fingers.   Henry  reached  out  to  pet  the  gecko 
(so  I  thought)  but  instead  grabbed  him  around  the  middle  and 
squeezed  him  tight.   Naturally,  the  gecko  bit  Henry  in  an  attempt 
to  save  his  own  life. 

Now  this  sounds  funny  in  retrospect,  but  at  the  time  it  was  not 
funny.   Henry  was  the  only  one  bleeding,  but  we  were  both  crying. 
Henry  was  bleeding  profusely  from  two  small  bites  on  his  finger. 
Although  my  neighbor  told  us  that  her  gecko  was  not  poisonous,  I 
wanted  to  hear  the  same  thing  from  an  expert.   I  was  also  worried 
that  there  could  be  other,  unknown  dangers  associated  with  lizard 
bites.   Mostly,  I  was  a  panicked  new  mother. 

So  my  husband  and  I  rushed  Henry  to  the  doctor's  office.   After 
cleaning  Henry's  finger,  the  doctor  called  tie  D.C.  Poison  Control 
Center,  because  even  she  didn't  know  what  to  do  with  a  lizard  bite. 
After  talking  to  the  experts  at  the  Poison  Control  Center,  the 
doctor  told  us  that  geckos  are  not  poisonous,  and  reassured  us  that 
Henry  would  be  fine. 

As  it  turned  out,  Henry  was  never  in  any  danger.   The  bite  on  his 
finger  was  a  small  one,  and  gecko  bites  are  not  poisonous. 
However,  the  D.C.  Poison  Control  Center  provided  two  new  parents 
with  both  the  reassurance  and  peace  of  mind  that  our  little  boy  was 
going  to  be  fine.   More  importantly,  the  D.C.  Poison  Control  Center 
is  there  for  children  who  are  not  as  lucky  as  Henry- -for  children 
who  ingest  poisonous  materials,  or  who  are  bitten  by  poisonous  or 
rabid  animals. 

You  asked  me  to  speak  about  the  role  that  the  federal  government 
should  play  regarding  poison  control  centers.   I  think  that  the 
operation  of  a  poison  control  center  is  a  basic  public  health 
service  that  should  be  available  to  every  community.   But  as  a 
mother,  how  the  center  is  funded  is  not  as  important  to  me  as  just 
knowing  that  the  center  will  be  there  in  case  of  emergency.   Most 
of  us  don't  ever  think  about  the  Poison  Control  Center  until  we  are 
in  the  midst  of  a  crisis  where  their  services  can  mean  the 
difference  between  life  and  death.   I  hope  that  Henry  and  I  will 
never  need  the  services  of  the  D.C.  Poison  Control  Center  again, 
but  if  we  do,  I  want  it  to  be  there. 

Thank  you,  Mr.  Chairman.   I  would  be  happy  to  answer  any  questions 
you  may  have. 


Mr.  Towns.  Thank  you  very  much  for  your  testimony.  I  think 
you  indicated  that  even  the  doctor  did  not  know  what  to  do.  The 
doctor  said  he  had  to  call  the  poison  control  center.  I  think  that 
sort  of  highlights  the  importance  of  these  centers.  When  an  emer- 
gency or  crisis  occurs,  if  they  are  there,  then  they  can  serve  to  give 
out  information. 

As  a  parent  and  taxpayer,  do  you  believe  that  the  poison  control 
center  provides  a  basic  public  health  service  that  should  be  avail- 
able to  all  Americans? 

Ms.  Grover.  Absolutely.  Yes,  sir.  I  agree.  I  think  it  is  an  abso- 
lutely essential  service  that  we  all  need,  and  I  do  agree  that  it  is 
a  basic  public  health  service.  It  is  something  that  should  be  avail- 
able to  all  Americans,  that  we  should  all  be  able  to  call,  day  or 
night,  and  make  sure  that  there  is  someone  there  to  advise  us  on 
these  critical  issues. 

As  you  pointed  out,  even  the  doctors,  while  they  are  able  to  deal 
with  the  cuts  on  Henry's  finger,  they  are  not  toxicologists.  And 
that's  the  specialty  of  the  poison  control  center.  Even  the  doctors 
don't  know  often  what  to  do  with  some  of  these  injuries  or 
poisonings. 

Mr.  Towns.  There  is  also  another  point.  I  don't  know  in  terms 
of  exactly  how  we  get  this  across  to  the  general  public— closing  poi- 
son centers  does  not  really  save  money.  Everybody  sort  of  thinks 
that  once  you  close  a  poison  control  center,  that  you  are  saying 
money.  What  happens  is  that  you  end  up  transferring,  not  saving, 
because  the  young  child  will  end  up  in  the  emergency  room  or  end 
up  in  the  hospital  or  end  up  somewhere  where  we  would  have  to 
pay  more  money.  And  sometimes,  of  course,  that  ends  in  death,  and 
I  think  that  that  is  even  worse. 

So  we  are  not  really  saving  money  in  the  sense  that  people  think, 
that  once  you  shut  it  down,  you  are  saving  money.  So  somewhere 
along  the  line,  we  have  to  get  this  point  across.  Do  you  have  any 
ideas  as  to  how  we  might  be  able  to  get  that  point  across? 

Ms.  Grover.  Well,  I  can  speak  to  that  on  one  level,  and  that  is, 
because  the  poison  control  center  was  able  to  reassure  us  that 
Henry's  bite  was  not  dangerous,  we  were  able  to  discontinue  treat- 
ment at  that  point  and  just  take  him  home  and  give  him  a  Band- 
Aid.  But  if  the  poison  control  center  had  not  been  there  to  let  us 
know  that  the  lizard  bite  was  not  poisonous,  we  might  have  had 
to  go  into  additional  treatment  for  Henry.  We  might  have  worried 
about  whether  or  not  the  lizard  carried  rabies  or  other  diseases 
that  he  may  have  needed  additional  shots  for. 

So  in  our  case,  we  certainly  could  have  had  to  have  additional 
medical  treatment,  which  would  have  been  more  expensive  and  cer- 
tainly much  more  traumatic  for  Henry  and  myself. 

Mr.  Towns.  Let  me  thank  you  very  much,  Ms.  Grover,  for  your 
testimony.  At  this  time,  I  would  like  to  yield  to  my  colleague  from 
New  Jersey,  Congressman  Donald  Payne,  for  any  questions  that  he 
might  have. 

Mr.  Payne.  Thank  you  very  much. 

Thank  you  again  for  coming.  I  don't  have  any  specific  question, 
but,  first  of  all,  it  seems  like  your  son  is  healthy — that's  for  sure. 

We  have  been  having  problems,  for  example,  in  New  Jersey,  in 
the  southern  part  of  our  State,  with  Lyme  disease,  where  there 
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have  been  toxic  bites.  And  it  is  becoming  more  and  more  of  a  prob- 
lem. I  think  your  testimony  certainly  brings  out  the  importance  of 
having  hotlines  and  having  people  be  able  to  respond  quickly  and 
get  some  assurance. 

Second,  I  think  that  with  the  questioning  of  the  chairman  re- 
garding the  saving  of  cost.  We  are  always  talking  about  the  escalat- 
ing cost  of  health  care,  and  to  have  somewhere  where  you  can  call 
immediately,  or  for  the  physicians  to  call,  I  think  it  certainly  is 
going  in  the  right  direction.  It  is  almost  in  prevention,  when  we 
talk  about  prevention  being  a  step  toward  reducing  the  cost  of 
health  care. 

So  I  would  just  like  to  also  thank  you  for  coming,  and  I  hope  that 
your  boy  doesn't  get  curious  with  other  little  animals. 

Ms.  Grover.  Yes,  sir.  We  are  going  to  try  to  keep  him  away  from 
them. 

Mr.  Towns.  Thank  you  very  much.  You  may  be  excused. 

Ms.  Grover.  Thank  you  very  much. 

Mr.  Towns.  We  see  you  are  very  busy. 

At  this  time,  please  begin  Ms.  McDonald. 

STATEMENT  OF  MARGARET  McDONALD,  MOTHER  OF 

POISONED  CHILD 

Ms.  McDonald.  Good  morning.  Thank  you  for  inviting  me  to  tes- 
tify. In  the  manner  of  AM  radio  stations,  I  would  like  to  dedicate 
this  testimony  to  my  1-year-old  son,  Jeffrey.  It  is  a  law  of  nature 
that  a  mother  whose  child  is  threatened  is  a  force  to  be  reckoned 
with,  and  it  is  that  energy  that  I  am  drawing  on  in  taking  the  time 
to  prepare  this  statement,  hire  a  babysitter,  and  appear  before  you 
today. 

Jeffrey  is  my  fourth  child  and  is  just  entering  the  period  when 
he  is  most  likely  to  toddle  out  of  sight  and  try  anything  and  every- 
thing. The  other  day,  it  was  a  jar  of  green  finger  paint.  I  have  been 
through  this  with  my  older  three  children,  and  I  have  to  stop  my- 
self from  feeling  the  terror  I  have  when  I  realize  that  the  local  poi- 
son control  center  may  not  be  here  to  help  me  through  these 
months  and  years. 

I  have  used  the  poison  control  center  five  times,  and  before  you 
write  me  off  as  another  negligent  suburban  housewife  whose  brain 
has  turned  to  cottage  cheese,  I  think  it  is  important  to  describe 
how  these  situations  arise. 

How  many  holly  bushes  do  you  think  there  are  in  the  Washing- 
ton area?  A  child  eats  three  of  those  bright  red  berries,  and  you 
have  to  give  them  syrup  of  Ipecac;  four,  and  they  have  to  get  their 
stomach  pumped.  I  was  sitting  on  my  steps  10  feet  from  my  2-year- 
old  when  she  popped  some  berries  in  her  mouth.  After  some  Ipecac, 
she  was  fine.  But  our  world  is  loaded  with  natural  and  manmade 
poisons,  and  I  would  like  to  take  this  chance  to  thank  the  poison 
control  center,  because  no  one  has  ever  said,  "How  could  you  let 
your  child  get  a  hold  of  that?"  These  things  happen. 

Most  people  I  know  have  called  the  center  at  least  once.  There 
are  three  reasons  why  I  call.  One,  I  read  a  long  time  ago  that  the 
antidote  advice  that  is  printed  on  products,  such  as  "induce  vomit- 
ing," is  often  not  correct. 


Two,  I  cannot  picture  telling  my  husband  that  one  of  our  children 
is  sick  or  dead  because  I  did  not  bother  calling  the  center. 

And  three,  it  only  took  me  2  or  3  days  after  my  oldest  child  was 
born — and  I  had  been  up  with  him  at  all  hours  and  tried  to  get  him 
to  stop  crying  and  fed  him  and  changed  his  diapers  and  nugged 
him  and  lovea  him — that  I  said  to  myself,  even  after  2  days,  I  have 
already  invested  too  much  time  and  energy  into  this  kid  to  let  him 
die  because  I  couldn't  be  bothered  to  do  my  best  for  him. 

Since  then,  I  have  had  three  more  children,  and  I  have  put  too 
much  into  their  care  not  to  pick  up  the  phone  and  call  the  center 
just  in  case.  What  would  I  have  done  if  the  center  had  not  been 
there  or  will  I  do  when  Jeffrey  gets  into  something? 

I  will  probably  check  on  four  things:  My  pediatrician,  who  is  also 
horrified  that  the  center  is  closing;  the  literature  I  already  have 
from  the  center;  the  advice  written  on  the  product,  no  matter  how 
unreliable;  and  the  Baltimore  or  Charlottesville  centers,  if  I  can  get 
through.  I  think  I  would  worry  too  much  to  sit  around  and  wait  to 
see  if  Jeffrey  or  any  of  my  children  gets  sick. 

How  mucn  more  reassuring  it  has  been  to  know  that  competent, 
efficient  people  are  right  here  able  to  take  my  calls.  You  might  be 
interested  to  hear  the  range  of  exposures  we  have  had.  My  oldest 
son,  when  he  was  about  IV2,  climbed  up  on  the  bathroom  sink  and 
got  an  almost  empty  bottle  of  nose  drops.  They  told  me  he  needed 
Ipecac,  and  since  my  husband  had  been  watching  him  at  the  time, 
he  volunteered  to  stay  with  him  for  the  inevitable,  which  seemed 
only  fair. 

My  second  child  was  not  an  experimenter,  so  we  got  a  break.  But 
my  third  child  will  eat  anything.  This  is  very  nice  when  you  are 
serving  broccoli  and  feta  cheese  casserole,  but  it  also  has  meant 
three  calls  to  the  poison  control  center,  one  of  which  was  very  seri- 
ous. She  is  the  one  who  ate  the  holly  berries.  She  is  the  one 
fidgeting  back  there  in  her  daddy's  lap.  She  also  tried  another 
berry  sometime  later,  whose  name  I  don't  know  but  which  I  was 
able  to  describe  well  enough  so  we  knew  it  was  safe.  It  is  a  com- 
mon berry  in  Washington,  which  suggests  that  having  enough  cen- 
ters so  that  staff  can  be  familiar  witn  local  plants  is  a  good  idea. 

The  most  serious  episode  we  had  involved  paint  thinner,  which 
we  had  stupidly  put  in  an  orange  iuice  can  to  clean  a  brush.  We 
had  put  it  up  high  outside,  but  Madeline  saw  the  juice  picture,  and 
with  children  there  is  often  no  such  thing  as  putting  it  up  high 
enough.  The  next  thing  I  knew,  Madeline  was  crying,  "Mommy," 
and  the  can  was  on  the  ground  by  her  feet. 

I  did  not  know  whether  to  call  911  or  the  poison  control  center, 
so  I  dialled  the  shorter  number  and  found  out  it  makes  no  dif- 
ference; they  connect  with  each  other  instantly.  I  was  flustered  and 
at  first  said  it  was  turpentine  but  later  said  paint  thinner,  which 
makes  a  difference.  They  sent  an  ambulance,  but  they  also  called 
my  husband  at  work  to  make  sure  it  was  paint  thinner,  to  tell  him 
what  happened,  and  then,  in  a  very  compassionate  move,  they 
called  him  right  back  to  say  that  they  could  hear  Madeline  crying 
in  the  background  of  my  call,  and  she  sounded  fine. 

They  told  the  ambulance  to  take  us  to  Georgetown  Hospital, 
which  was  not  the  closest  but  which  they  felt  could  handle  her 
best.  Since  the  center  is  located  there,  one  staffer  even  came  down 
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on  her  break  to  check  on  her.  Paint  thinner  is  not  something  that 
endangers  the  digestive  system  but,  if  it  gets  in  the  lungs,  can  set 
up  a  bad  pneumonia,  as  I  understand  it. 

We  were  very  lucky  in  that  Madeline's  lungs  were  clear  and 
there  was  a  happy  ending  to  our  story.  As  always,  the  center  called 
us  the  next  day  to  make  sure  everything  was  still  fine.  The  first 
time  we  contacted  them  and  received  that  24  hour  followup  call,  I 
cannot  tell  you  how  impressed  I  was. 

My  admiration  and  confidence  in  the  poison  control  center  has 
made  me  feel  like  I  have  had  a  major  ally  as  a  parent.  I  feel  the 
Federal  Government  should  have  a  poison  control  network  some- 
what like  the  air  traffic  control  system.  I  would  urge  you  to  imple- 
ment that  in  whatever  way  possible. 

[The  prepared  statement  of  Ms.  McDonald  follows:] 
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Statement  of  Margaret  McDonald  for  the  March  15,  1994  hearing, 
"Poison  Control  Centers:   Is  There  an  Antidote  for  Budget  Cuts?" 
before  the  Human  Resources  and  Intergovernmental  Relations 
Subcommittee  of  the  House  Committee  on  Government  Operations. 


In  the  manner  of  AM  radio  stations,  I  would  like  to  dedicate 
this  testimony  to  my  one  year  old  son,  Jeffrey.   It  is  a  law  of 
nature  that  a  mother  whose  child  is  threatened  is  a  force  to  be 
reckoned  with  and  it  is  that  energy  that  I  am  drawing  on  in 
taking  the  time  to  prepare  this  statement,  hire  a  babysitter,  and 
appear  before  you  today.   Jeffrey  is  my  fourth  child  and  is  just 
entering  the  period  when  he  is  most  likely  to  toddle  but  of  sight 
and  try  anything  and  everything.   The  other  day  it  was  a  jar  of 
green  finger  paint.   I  have  been  through  this  with  my  older  three 
children  and  I  have  to  stop  myself  from  feeling  the  terror  I  have 
when  I  realize  that  the  local  poison  control  center  will  not  be 
here  to  help  me  through  these  months  and  years. 

I  have  used  the  Poison  Control  Center  five  times  and,  before 
you  write  me  off  as  another  negligent  suburban  housewife  whose 
brain  has  turned  to  cottage  cheese,   I  think  it  is  important  to 
describe  how  these  situations  arise.   How  many  holly  bushes  do 
you  think  there  are  in  the  Washington  area?   A  child  eats  three 
of  those  bright  red  berries  and  you  have  to  give  them  syrup  of 
ipecac,  four  and  they  have  to  get  their  stomach  pumped.   I  was 
sitting  on  my  steps  ten  feet  from  my  two  year  old  when  she  popped 
some  berries  in  her  mouth.   After  some  ipecac,  she  was  fine,  but 
our  world  is  loaded  with  natural  and  manmade  poisons.   And,  I 
would  like  to  take  this  chance  to  thank  the  Poison  Control  Center 
because  no  one  has  ever  said,  how  could  you  let  your  child  get  a 
hold  of  that?   These  things  happen.   Most  people  I  know  have 
called  the  Center  at  least  once.   There  are  three  reasons  why  I 
call.   One,  I  read  a  long  time  ago  that  the  antidote  advice  that 
is  printed  on  products,  such  as  "induce  vomiting,"  is  often  not 
correct.   Two,  I  can  not  picture  telling  my  husband  that  one  of 
our  children  is  sick  or  dead  because  I  didn't  bother  calling  the 
Center.   And,  three,  it  only  took  me  two  or  three  days  after  my 
oldest  child  was  born  and  I  had  been  up  with  him  at  all  hours  and 
tried  to  get  him  to  stop  crying  and  fed  him  and  changed  his 
diapers  and  hugged  him  and  loved  him,  that  I  said  to  myself  - 
even  after  two  days,  I  have  already  invested  too  much  time  and 
energy  into  this  kid  to  let  him  die  because  I  couldn't  be 
bothered  to  do  my  best  for  him.   Since  then  I  have  had  three  more 
children  and  I  have  put  too  much  into  their  care  not  to  pick  up 
the  phone  and  call  the  Center  "just  in  case". 

What  would  I  have  done  if  the  Center  hadn't  been  there  or 
will  I  do  when  Jeffrey  gets  into  something?   I  will  probably 
check  on  four  things:   my  pediatrician,  who  is  also  horrified 
that  the  Center  is  closing;  the  literature  I  have  from  the 
Center;  the  advice  written  on  the  product,  no  matter  how 
unreliable;  and  the  Baltimore  or  Charlottesville  centers,  if  I 
can  get  through.   I  think  I  would  worry  too  much  to  sit  around 
and  wait  to  see  if  Jeffrey  or  any  of  my  children  gets  sick. 
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How  much  more  reassuring  it  has  been  to  know  that  competent, 
efficient  people  are  right  here  able  to  take  my  calls.   You  might 
be  interested  to  hear  the  range  of  exposures  we  have  had.   My 
oldest  son  when  he  was  about  1-1/2  climbed   up  on  the  bathroom 
sink  and  got  an  almost  empty  bottle  of  nosedrops.   They  told  me 
he  needed  ipecac  and,  since  my  husband  had  been  watching  him,  he 
volunteered  to  stay  with  him  for  the  inevitable,  which  seemed 
only  fair.   I  have  another  memory  of  ipecac  and  David  when  he  was 
old  another  to  ride  a  tricycle  but  I  can't  remember  what  the 
cause  was.   In  either  case,  we  followed  their  advice  that  it  was 
best  to  be  cautious  when  we  weren't  sure  how  much  the  child  had 
swallowed  and  use  the  ipecac. 

My  second  child  was  not  an  experimenter  so  we  got  a  break 
but  my  third  child  will  eat  anything.   This  is  very  nice  when 
you're  serving  broccoli  and  feta  cheese  casserole  but  it  also  has 
meant  three  calls  to  the  Poison  Control  Center,  one  of  which  was 
very  serious.   She  is  the  one  who  ate  the  holly  berries  and  also 
tried  another  berry  some  time  later,  whose  name  I  don't  know  but 
which  I  was  able  to  describe  well  enough  so  we  knew  it  was  safe. 
It  is  a  common  berry  in  Washington,  which  suggests  that  having 
enough  centers  so  that  staff  can  be  familiar  with  local  plants  is 
a  good  idea. 

The  most  serious  episode  we  had  involved  paint  thinner  which 
we  had  stupidly  put  in  an  orange  juice  can  to  clean  a  brush.   We 
had  put  it  up  high  outside  but  Madeline  saw  the  juice  picture  and 
with  children  there  is  often  no  such  thing  as  putting  it  up  high 
enough.   The  next  thing  I  knew,  Madeline  was  crying  Mommy  and  the 
can  was  on  the  ground  by  her  feet.   I  did  not  know  whether  to 
call  911  or  the  Poison  Control  Center  so  I  dialed  the  shorter 
number  and  found  out  it  makes  no  difference;  they  can  connect 
with  each  other  instantly.   I  was  flustered  and  at  first  said  it 
was  turpentine  but  later  said  paint  thinner  which  makes  a 
difference.   They  sent  an  ambulance  but  also  called  my  husband  at 
work  to  make  sure  it  was  paint  thinner,  to  tell  him  what 
happened,  and  then,  in  a  very  compassionate  move,  they  called  him 
right  back  to  say  they  could  hear  Madeline  crying  in  the 
background  of  my  call  and  she  sounded  fine.   They  told  the 
ambulance  to  take  us  to  Georgetown  Hospital  which  was  not  the 
closest  but  which  they  felt  could  handle  her  best.   Since  the 
Center  is  located  there,  one  staffer  even  came  down  on  her  break 
to  check  on  her.   Paint  thinner  is  not  something  that  endangers 
the  digestive  system  but  if  it  gets  in  the  lungs  can  set  up  a  bad 
pneumonia,  as  I  understand  it.   We  were  very  lucky  in  that 
Madeline's  lungs  were  clear  and  there  was  a  happy  ending  to  our 
story.   As  always,  the  Center  called  us  the  next  day  to  make  sure 
everything  was  still  fine.   The  first  time  we  contacted  them  and 
received  that  24  hour  follow-up  call  I  cannot  tell  you  how 
impressed  I  was. 

My  admiration  and  confidence  in  the  Poison  Control  Center 
has  made  me  feel  like  I've  had  a  major  ally  as  a  parent.   I  feel 
that  the  federal  government  should  see  to  it  that  nationally  we 
have  a  network  of  centers  whose  staff  are  trained  in  the  complex 
poisons  of  our  world;  who  are  familiar  with  local  plants;  and 
knowledgeable  about  local  medical  services.   I  see  it  as 
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something  like  an  air  traffic  control  system  where  the  whole 
country  is  covered  by  these  centers  who  are  only  a  toll-free  call 
away.   I  will  leave  it  to  others  to  describe  the  obvious  cost 
benefits  and  funding  stream  possibilities.   While  I  realize  it  is 
not  enough,  I  would  like  to  point  out  that,  shortly  after 
Madeline  had  her  ambulance  episode,  we  received  a  fundraising 
solicitation  from  the  Center.   I  had  been  expecting  it,  I 
welcomed  it,  and  I  have  felt  no  pain  contributing.   Those  of  us 
who  have  used  the  Center  recognize  how  important  it  is  to  the 
lives  of  our  families  and,  on  my  son  Jeffrey's  behalf,  I  urge  you 
to  make  sure  every  parent  has  a  center  to  call  on. 


Margaret  McDonald  is  the  mother  of  four  children  ages  7,  5,  3, 
and  1.   She  has  used  the  local  poison  control  center  five  times. 
She  has  a  Master's  Degree  in  Medieval  History  (1978)  and  one  in 
Public  Health  (1988).   She  has  worked  as  a  teacher,  a  family 
planning  counselor,  and  a  breastfeeding  promotion  researcher. 
She  has  spent  the  last  five  years  at  home  with  her  family. 
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Mr.  Towns.  Thank  you  very  much  for  your  testimony. 
Ms.  Dosh. 

STATEMENT  OF  CHERYL  DOSH,  MOTHER  OF  POISONED  CHILD 

Ms.  Dosh.  Thank  you  for  inviting  me  to  testify  about  an  experi- 
ence my  daughter  Rachael  had. 

On  February  1,  my  6-year-old  son,  Daniel,  woke  up  with  a  bad 
cold.  I  kept  him  home  and,  after  giving  him  lunch,  I  put  my  4-year- 
old  daughter,  Rachael,  and  him  down  for  a  nap.  He  was  miserable, 
and  he  couldn't  sleep,  so  I  gave  him  some  medicine  to  help  him 
rest.  I  went  to  his  bedroom  and  was  rubbing  his  back,  and  I  heard 
my  little  girl  get  up  and  go  to  the  bathroom.  I  heard  some  clunking 
noises,  and  I  went  to  see  what  she  was  up  to. 

In  our  bathroom,  there  is  a  laundry  area  with  a  washer,  dryer, 
and  two  shelves.  I  had  left  the  medicine  bottle  on  top  of  the  dryer. 
My  little  girl  pulled  the  stool  over,  climbed  up,  and  somehow  drank 
the  entire  bottle.  As  soon  as  she  saw  me,  she  dropped  it.  I  noticed 
it  was  empty,  and  I  said,  "Did  you  drink  it?"  She  goes,  "Yes, 
Mommy,  I  was  thirsty." 

I  immediately  ran  to  the  phone  book  to  look  up  the  number  for 
the  poison  center.  We  had  used  them  once  before,  in  1990,  when, 
on  a  camping  trip,  my  son  got  into  Children's  Tylenol.  We  were 
able  to  drive  to  a  pay  phone,  even  in  the  middle  of  the  mountains, 
and  call  them,  and  they  were  able  to  help  us.  So  I  was  very  sur- 
prised when  I  called  them  and  they  told  me  they  no  longer  service 
my  county.  When  I  asked  why,  I  was  told  because  my  county  did 
not  pay  their  bill. 

I  asked  them  what  I  should  do,  and  they  told  me  I  could  call  my 
doctor  or  911.  Obviously,  my  main  concern  was  to  find  out  if  she 
needed  medical  help  or  not,  so  I  called  our  pediatrician,  but  I  got 
their  answering  service,  as  they  were  on  their  lunch  break.  I  told 
them  it  was  an  emergency,  and  they  called  me  back  in  under  5 
minutes. 

I  explained  what  happened,  how  much  she  weighed,  how  much 
she  took,  and  what  it  was,  and  they  put  me  on  hold  while  they 
checked.  Another  person  came  on  trie  line,  and  they  kept  me  on 
hold  for  several  minutes.  All  this  time,  I  was  getting  more  and 
more  concerned  as  minutes  ticked  by.  I  wanted  to  know  what  I 
needed  to  do.  Finally,  they  told  me  to  give  her  Ipecac  syrup,  which 
I  did.  But  5  minutes  later,  she  hadn't  thrown  up,  and  she  had  this 
stuff  in  her  system  for  30  minutes  by  now. 

They  told  me  to  take  her  to  the  hospital,  which  is  about  3  miles 
from  my  house,  and  she  finally  vomited  iust  as  we  reached  the 
emergency  room  entrance.  I  was  relieved  now,  thinking,  "Good. 
She's  going  to  be  OK,"  and  the  ER  nurse  gave  me  some  water  for 
her  to  drink,  but  she  became  very  drowsy  and  couldn't  stay  awake. 

To  watch  my  little  girl  slip  deeper  into  sleep  alarmed  me  consid- 
erably. In  the  back  of  your  mind,  you  have  a  norrible  thought  that 
maybe  she  would  not  wake  up  again.  I  remember  praying  and  tell- 
ing her  how  much  we  all  loved  her. 

They  gave  her  some  activated  charcoal,  which  was  used  to  absorb 
the  medicine  that  was  left  in  her  stomach.  They  drew  some  blood, 
and  they  told  me  they  wanted  to  watch  her  and  just  to  let  her 
sleep. 
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She  was  still  sleeping  4V2  hours  later.  At  this  time,  the  doctor 
came  back  and  said  their  main  concern  was  that  the  medicine 
slowed  the  breathing  and  the  heart  rate,  and  they  wanted  to  put 
monitors  on  her  and  transfer  her  to  Children's  Hospital's  special 
care  unit,  just  to  be  safe.  Fortunately,  about  a  half-hour  later,  she 
woke  up  and  was  able  to  talk  and  walk,  and  finally  we  were  able 
to  take  her  home. 

The  next  morning,  I  found  out  that  February  1  was  the  very  first 
day  service  was  cut  off  to  my  county,  and  I  began  to  wonder  if  that 
was  why  it  took  so  long  for  my  doctor  to  get  an  answer  to  me.  I 
called  the  poison  center.  They  told  me  my  doctor  did  call,  but  they 
don't  service  doctors  in  my  county  either.  I  also  learned  that  since 
the  poison  center  has  been  there  for  20  years,  most  doctors  don't 
keep  a  poison  library;  they  just  call  the  center. 

My  next  call  was  to  my  county  to  ask  why  they  had  not  paid  the 
bill,  and  we  were  told  they  were  on  a  very  conservative  budget  due 
to  amendment  one,  a  tax-limitation  bill  passed  in  1993.  My  doctor 
called  the  county  attorney  to  say,  "Aren't  you  worried  about  liabil- 
ity if  the  child  were  to  die  or  be  injured? '  and  was  told  they  had 
checked  it  carefully,  and  they  would  not  be  liable. 

As  a  parent,  I  was  stunned  by  the  total  lack  of  concern.  As  a  tax- 
payer, I  was  furious.  I  don't  mind  paying  for  essential  services  such 
as  police,  fire,  911,  and  poison  centers.  Furthermore,  I  could  not  be- 
lieve that  the  ability  to  save  a  child's  life  at  such  a  low  cost  would 
be  included  in  a  budget  cut.  Prompt  help  can  save  a  life  or  prevent 
an  expensive  stay  in  a  hospital.  I  just  thank  God  that  Rachael  is 
OK,  but  another  child  may  not  be,  and  I  wouldn't  want  anyone  to 
go  through  what  we  went  through. 

In  light  of  this,  I  believe  it  would  be  very  beneficial  for  the  chil- 
dren of  this  Nation  if  the  Federal  Government  were  to  fund  poison 
centers  in  the  event  a  county  or  a  State  is  unable  to  pay  for  such 
services. 

Thank  you  for  your  attention. 

[The  prepared  statement  of  Ms.  Dosh  follows:] 
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Cheryl  Dosh  Statement 

to  the 

Committe  of  Government  Operations 

Sub-Committee  hearing  on 

"Poison  Control  Centers:  Is  there  An  Antidote  For  Budget  Cuts" 

March  14,  1994 


On  Tuesday,  February  1,  1994  my  six  year  old  son,  Daniel,  woke  up  with  a  bad  cold, 
so  I  kept  him  home  from  kindergarten.  After  lunch,  I  put  my  4  year  old  daughter,  Rachael, 
down  for  a  nap,  along  with  my  son.  He  was  miserable  and  couldn't  sleep  so  I  gave  him 
some  medicine,  D  Allergy,  to  alleviate  his  symptoms  and  help  him  rest  I  went  with  him  to 
his  bedroom  and  was  rubbing  his  back  when  I  heard  Rachael  get  up  and  go  to  the 
bathroom.   Soon  I  heard  a  clunking  noise  and  went  to  see  what  she  was  doing. 

In  our  bathroom  there  is  a  laundry  area,  and  above  the  washer  and  dryer  are  shelves 
where  I  keep  cleaning  products  and  medicine  in  a  special  tub.  Unfortunately,  when  I  took 
my  son  back  to  bed  I  had  left  his  medicine  bottle  on  the  top  of  the  dryer.  Rachael  had  seen 
it  and  pulled  a  stool  over  to  climb  up  and  get  it  (the  noise  I  heard).  Somehow  she  managed 
to  get  the  lid  off  and  drank  the  remainder  of  the  bottle.  As  soon  as  she  saw  me,  she 
dropped  the  bottle  and  I  noticed  it  was  empty.  I  asked  her  if  she  drank  it  and  she  said 
"Yes,  Mommy,  I  was  thirsty,"  and  I  could  smell  the  medicine  on  her  breath.  This  was  at 
12:55  p.m.  I  ran  for  the  phone  book  to  look  up  the  number  for  the  Rocky  Mountain  Poison 
Center.  We  had  used  them  once  before  in  1990,  when  on  a  camping  trip  my  son  (who  was 
almost  three  at  the  time)  got  into  some  Children's  Tylenol  from  our  first  aid  kit  We  drove 
to  a  pay  phone  at  the  ranger  station  and  called  them  and  I  was  told  he  hadn't  taken  enough 
to  hurt  him.  When  I  called  the  Poison  Center  at  1:00  p.m.,  I  was  surprised  when  they  told 
me  they  no  longer  serviced  the  county  in  which  we  live.  When  I  asked  why,  I  was  told  the 
county  had  refused  to  pay  their  bill.  I  asked  them  what  I  should  do  and  they  told  me  to  call 
my  own  doctor  or  911.  Obviously  my  main  concern  was  to  find  out  if  Rachael  needed 
medical  help  or  not  Since  I  had  found  her  immediately  after  she  had  taken  the  medicine, 
I  decided  to  call  her  pediatrician,  but  I  got  their  answering  service  as  they  were  on  their 
lunch  break.  I  told  them  it  was  an  emergency  and  they  called  me  back  by  1:05  p.m.  I 
explained  what  had  happened,  giving  them  the  type  of  medication  taken  and  how  much. 
They  put  me  on  hold  while  they  checked.  Another  person  came  on  the  line  and  I  was  on 
hold  off  and  on  for  several  more  minutes,  getting  more  and  more  concerned  all  the  while. 
All  I  could  think  of  was  the  need  for  prompt  treatment  Finally,  around  1:20,  they  told  me 
to  give  her  some  Ipecac  syrup,  which  I  did.  Five  minutes  later,  at  1:25  when  she  still  hadn't 
vomited  I  called  the  doctor  back.  All  I  could  think  of  was  that  she  had  this  medicine  in  her 
system  for  a  half-hour  now.  They  told  me  to  take  her  to  Aurora  Presbyterian  Hospital, 
which  fortunately  is  only  about  three  miles  from  my  house.  She  finally  vomited  just  as  we 
reached  the  emergency  room  entrance  at  1:35  p.m.  I  was  relieved  now,  and  began  to  think 
everything  would  be  fine  and  the  ER  nurse  gave  me  some  water  to  have  her  drink  and 
vomit  some  more.   However,  she  became  very  drowsy  and  couldn't  stay  awake. 

To  watch  my  little  girl  slip  deeper  into  sleep  alarmed  me  considerably.  At  the  back 
of  my  mind  was  the  horrible  thought  that  she  wouldn't  wake  up  again.  I  remember  praying 
and  telling  her  how  much  we  all  loved  her. 
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The  nurse  had  to  use  smelling  salts  to  keep  her  awake  enough  to  drink  some 
activated  charcoal,  which  was  used  to  help  absorb  any  medicine  and  Ipecac  left  in  her 
stomach.  They  drew  some  blood  and  the  doctor  told  me  they  needed  to  observe  her  for  a 
while  and  to  just  let  her  sleep.  Four  and  a  half  hours  later,  Rachael  was  still  sleeping.  At 
6:30  p.m.  the  doctor  came  in  and  said  that  she  had  taken  a  lethal  amount,  and  that  their 
main  concern  was  that  the  medicine  slowed  the  breathing  and  heart  rate.  They  said  she 
probably  would  be  OK,  but  they  put  some  monitors  on  her  and  wanted  to  transfer  her  to 
Children's  Hospital  to  their  special  care  unit  just  to  be  safe.  About  half  an  hour  later,  she 
began  to  stir  and  by  7:30  p.m.  she  was  awake  and  talking  coherently  and  able  to  walk,  so 
it  was  decided  not  to  transfer  her  and  we  were  able  to  take  her  home. 

The  next  morning  I  read  in  the  paper  that  February  1st  was  the  first  day  service  by 
the  Rocky  Mountain  Poison  Center  was  cut  off  to  my  county,  and  I  began  to  wonder  if  that 
was  the  reason  it  took  so  long  for  my  doctor  to  get  answers  and  information  to  me.  I  called 
the  Poison  Center,  and  they  told  me  my  doctor  had  called,  but  that  they  don't  service 
doctors'  offices  in  my  county  either.  I  also  learned  that  since  the  Rocky  Mountain  Poison 
Center  has  been  in  business  for  20  years,  most  doctors  do  not  keep  poison  libraries,  but 
simply  call  the  Center.  My  doctor's  office  was  very  upset  that  the  medical  professionals 
weren't  notified  they  would  no  longer  have  use  of  the  Poison  Center. 

My  next  call  was  to  Arapahoe  County  (where  we  live)  to  ask  why  they  hadn't  paid 
their  bill,  and  was  told  they  had  a  fiscal  responsibility  to  the  taxpayer  and  were  on  a  very 
conservative  budget  due  to  Amendment  One,  a  tax-limitation  bill  passed  in  1993  by 
Colorado  voters.  I  was  also  told  that  they  felt  Rocky  Mountain  Poison  Center  had  not 
"justified"  the  increase  in  their  bill  to  the  county.  My  doctor  also  called  the  Arapahoe 
County  attorney  to  ask  if  they  weren't  worried  about  being  held  liable  if  a  child  were  to  die 
or  suffer  injury,  and  was  told  that  they  had  researched  it  carefully,  and  if  this  should 
happen,  they  would  not  be  liable. 

As  a  parent  I  was  stunned  by  the  total  lack  of  concern.  As  a  taxpayer  I  was  furious. 
I  do  not  mind  paying  for  essentia]  services,  such  as  police,  fire  departments,  poison  centers 
and  911.  Further,  as  someone  in  the  medical  field,  I  couldn't  believe  that  the  ability  to 
possibily  save  people's  lives  at  such  a  low  cost  would  be  included  in  a  budget  cut  Prompt 
help  can  save  a  life  or  prevent  an  expensive  stay  in  a  hospital.  I  just  thank  God  Rachael 
is  O.K.  But  some  other  child  might  not  have  been  as  lucky  and  I  wouldn't  want  any  parent 
to  go  through  what  happened  to  us. 

In  light  of  all  this,  I  believe  it  would  be  very  appropriate  and  beneficial  for  the 
children  (as  well  as  adults)  of  this  nation  if  the  Federal  government  were  to  fund  poison 
centers  in  the  event  a  county  or  state  is  unable  to  pay  for  such  services.  Thank  you  for  your 
attention. 
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Mr.  Towns.  I  thank  you  for  your  statement. 

Ms.  Dosh,  I  guess  I  will  start  with  you.  Do  you  feel  that  your 
daughters  life  was  in  danger  because  the  poison  center  you  called 
was  unable  to  help  you? 

Ms.  Dosh.  Yes,  she  was.  I  believe  she  got  sicker  because  of  the 
length  of  time  it  took.  She  had  the  medicine  in  her  stomach  40 
minutes  before  she  threw  up.  I  found  that  Ipecac  does  not  work  im- 
mediately. It  can  take  up  to  20  minutes. 

Mr.  Towns.  Also,  I  understand  that  we  have  a  statement  from 
the  Rocky  Mountain  Poison  Center  that  supports  your  testimony. 
Without  objection  I  would  like  to  ask  that  that  statement  be  in- 
cluded in  the  record.  So  ordered. 

[The  prepared  statement  of  the  Rocky  Mountain  Poison  Center 
follows:] 
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Rocky 

Mountain 

Poison 

Center 


645  Bannock  Street 
Denver.  Cdorado  80204-4507 


Administration: 
303/436-5616 


FAX: 

303/623-1119 


Poison  Information  and 
Emergency: 
303/629-1123 


Colorado  Toll  Fr*» 

(Outside  Metro  Denver): 

800/332-3073 


Deal  Acceaa/TTY: 
303/620-9565 


©c 


Designated  as  a 

Regional  Poison 

Control  Center  by 

the  American 

Association  of 

Poison  Control 

Centers 


Denver  Health  and 
Hospital*,  Department  of 

Public  Health 


United 
Way 


February  11,  1994 


William  M.  Layden 
Professional  Staff  Member 
U.S.  House  of  Representatives 
B-372  Rayburn  H.O.B. 
Washington,  D.C.   20515 

Dear  Mr.  Layden: 

Enclosed,  please  find  a  cassette  tape  of  the  D'Allergy  case. 
I  thought  a  brief  review  of  the  case  might  be  helpful. 

Mom  called  the  Rocky  Mountain  Poison  Center  (RMPC)  soon  after 
the  exposure  occurred  and  was  referred  to  her  pediatrician's 
office  as  the  Poison  Center  could  no  longer  serve  Arapahoe 
County  residents. 

Next  the  RMPC  received  a  call  from  the  pediatrician's  office 
stating  Mom  had  no  Ipecac  Syrup  on  hand,  and  asking  if  the 
child  should  be  taken  to  the  emergency  department  due  to  the 
amount  of  cold  medicine  possibly  taken.  The  nurse  once  again 
explained  that  the  RMPC  could  not  help  but  suggested  that  the 
child  be  taken  to  the  emergency  department. 

The  next  call  came  from  the  emergency  department.  The  reason 
that  the  RMPC  could  assist  the  emergency  department  physician 
was  because  that  particular  hospital  had  a  contract  for 
services  with  the  Poison  Center.  The  emergency  department 
physician  stated  that  the  child  had  been  given  Ipecac  Syrup  and 
activated  charcoal  and  was  difficult  to  awaken. 

In  a  conversation  that  I  had  with  Mom  the  next  day,  she 
informed  me  that  the  Ipecac  Syrup  had  been  given  20  minutes 
after  her  daughter  drank  the  cold  medicine.  If  the  RMPC  had 
been  able  to  help  the  Mom  initially,  we  would  have  recommended 
that  the  child  immediately  be  taken  to  the  nearest  emergency 
department  due  to  the  amount  of  medication  the  child  may  have 
taken  by  history.  While  the  child  was  enroute  to  the  emergency 
department,  the  RMPC  would  have  contacted  that  facility, 
recommending  that  they  give  activated  charcoal  and  cardiac 
monitor  the  child  for  4-6  hours.  The  child  most  likely  would 
have  not  been  as  symptomatic  if  there  had  not  been  a  delay  in 
the  time  to  treatment  with  activated  charcoal.  The  delay 
occurred  because  poison  emergency  services  could  not  be 
immediately  accessed,  time  was  taken  to  find  out  what  to  do, 
and  because  Ipecac  Syrup  was  given,  which  further  delays  the 
time  to  activated  charcoal. 


Rapid,  accurate  medical  intervention 
management  of  a  poisoned  patient. 


is  essential  in  the 
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Also  enclosed  are  some  clippings  about  the  discontinuation  of 
service  to  the  eight  counties.  All  of  the  major  local  television 
stations  aired  stories  about  the  week's  events.  Next  week  I  will 
send  you  additional  clippings  and  the  report  I  have  mentioned. 

We  are  still  trying  to  identify  a  high  stress  case  for  your  use. 
Should  you  need  something  further,  please  contact  me.   Thank  you. 

Sincerely, 


DJ^^A.     <2&X~£*/v 


Deborah  L.  Scherger,  RN,  BSN 

Foundation  Coordinator 

Rocky  Mountain  Poison  and  Drug  Foundation 

DLS/ag 
Enclosures 


pcfund.Ug 
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Eight  counties 
to  lose  access 
to  poison  center 


By  Steven  Gamaas 

Donver  Posl  Slalt  Wiitef 

Residents  of  eight  Colorado 
counties  today  are  scheduled  to 
lose  their  access  to  the  Rocky 
Mountain  Poison  Center,  a  tele- 
phone hotline  that  provides  emer- 
gency advice  on  treating  poisoning 
victims. 

But.  Dart  said,  the  center  is  sav- 
ing local  governments  and  medical 
services  big  money.  "One  of  our 
strong  points  is  that  60  percent  of 
our  calls  stay  home  and  don't  need 
to  go  to  the  hospital,"  he  said.  "We 
save  911  a  huge  amount  of  money 
because  we  have  nurses  trained  in 
toxicology." 

Higher  costs  likely 

The  911  operators,  he  said,  are 
more  likely  to  send  paramedics 
and  ambulances  on  poison  calls,  at 
higher  cost. 

In  1993,  the  poison  center  took 
about  110,000  calls  from  all  over 
i    the  state.  This  year,  center  offi- 
cials had  predicted  115,000  calls. 

The  center  has  faced  mounting 
financial  problems  since  last  year 
because  of  reduced  contributions 
from  the  state  and  the  city  of  Den- 
ver. Dart  recently  warned  county 
officials  they  would  lose  services 
by  today  if  they  failed  to  make 
their  first-quarter  contributions. 

Most  of  the  counties,  particular- 
ly those  in  smaller  rural  and 
mountain  counties,  paid.  But  larg- 
er counties  —  including  Jefferson. 
Adams,  Arapahoe,  Douglas  and  El 
Paso  —  have  resisted.  The  other 
counties  affected  are  Jackson,  La 
Plata  and  Montrose. 

"We  don't  owe  those  people  over 
there  anything,"  said  Jefferson 
County  Commission  Chairman 
John  P.  Stone.  "The  counties  aren't 
statutorily  required  to  pay  the  poi- 
son center  anything 

"They  haven't  bothered  going  to 
the  rllies,  Instead  they  .ire  trying 
to  muscle  the  counties  oul  of  mon- 
ey. We  won't  be  muscled." 


Arapahoe  County  commission- 
ers yesterday  refused  to  pay  the 
$116,462  the  poison  center  re- 
quested for  the  year  —  up  from 
the  previous  $24,000  per  year. 

"There  has  been  an  ongoing  dis- 
cussion with  the  poison  center  to 
get  some  facts  and  figures  and 
some  accountability,"  said  Com- 
missioner Tom  Eggert. 

Denver  and  Boulder  continued 
to  fund  the  service.  Denver  last  . 
year  announced  it  would  drop  its 
funding  from  $417,000  to  $218,000 
to  more  closely  reflect  its  share  of 
calls  to  the  center. 

Dart  denied  that  the  poison  cen- 
ter is  trying  to  "muscle"  Jefferson 
or  any  other  counties. 

"This  is  a  free  choice  and 
they're  making  an  informed  deci- 
sion," Dart  said. 

"Jefferson  County  told  us  last 
month  that  the  funding  is  a  state 
obligation.  We  understand  that  po- 
sition. It's  a  rational  decision  on 
their  part,"  he  added. 

Audit  pending 

Stale  Sen.  Claire  Traylor,  R- 
Wheat  Ridge,  has  proposed  a  bill 
to  provide  six  months  of  supple- 
mental state  money,  but  the  mea- 
sure is  on  hold  until  the  center  is 
audited. 

"I'm  very  nervous  (about  the 
legislation)  to  be  honest,"  Dart 
said.  "I've  heard  of  sure  things  go- 
ing down  the  tubes." 

Dart  vowed  to  finance  the  cen- 
ter's $1.1  million  annual  operating 
budget  from  county  contributions, 
the  United  Way  and  hospitals. 

Colorado  hospitals  have  contrlb 
utcd  significantly  In  the  last  two 
years 
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Poison  cent 
ends  |eryice 
for  8  count 

By  Bill  Scankm 

Rocky  Mountain  Nim  Staff  Writer 

The  Rocky  Mountain  Poison 
Center  starting  this  week  is  turn- 
ing a  deaf  ear  to  half  the  parents  in 
Colorado  because  the  commission- 
ers in  their  counties  refused  to  pay 
for  the  service. 

If  your  child  swallows  bleach  or 
a  button,  vodka  or  Valium,  and  you 
call  the  poison  center,  the  first 
question  you're  asked  is  what 
county  do  you  live  in.  If  the  answer 
is  Adams,  Arapahoe,  Douglas,  El 
Paso,  Jackson,  Jefferson,  La  Plata 
or  Montrose,  you're  told  to  call 
91  lor  your  doctor. 

Those  eight  counties  tradition- 
ally have  accounted  for  half  the 
calls  to  the  poison  center,  and 
collectively  owe  about  $550,000 
for  1994. 

County  commissioners  say  the 
state  should  fund  the  poison  cen- 
ter. 

After  years  of  letting  Denver 
pay  more  than  its  share  of  the  bills, 
the  poison  center  has  shut  off  serv- 
ice to  counties  that  don't  pay. 

"We're  not  trying  to  extort 
money  from  them,  we're  just  try- 
ing to  survive,"  said  Dr.  Richard 
Dart,  executive  director  of  the  poi- 
son center,  which  is  run  by  Denver 
Health  and  Hospitals.  The  center 
hasn't  filled  three  staff  vacancies 
and  soon  will  have  to  start  laying 
off  nurses,  Dart  said. 

Dart  tried  to  avert  a  showdown 
by  asking  counties  to  pay  dues  for 
the  first  quarter  of  the  year.  He 
said  if  the  legislature  funds  the 
$1.1  million  yearly  budget,  coun- 
ties would  get  refunds. 

"Fifty-five  counties  thought  it 
was  reasonable.  Eight  did  not,"  he 
said.  . 

Residents  of  those  eight  coun- 
ties can  call  911.  But  the  person 
who  makes  the  decision  on  wheth- 
er to  send  an  ambulance  won't 
have  any  training  in  toxic  sub- 
stances, Dart  said.  Ambulances 
will  be  sent  when  they  are  not 
necessary,  and  they  may  not  be 
sent  when  they  are  vital. 

Seventy  percent  of  the  calls  to 
the  poison  center  are  handled  over 
the  telephone,  with  $15  per  call 
the  total  expense,  Dart  said. 

Each  visit  to  the  emergency 
room  costs  about  $350. 

Sen.  Clair  Traylor,  a  Republican 
from  Jefferson  County,  has  shown 
interest  in  sponsoring  a  bill  that 
would  appropriate  state  money  to 
fund  the  poison  center. 
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FOR  IMMEDIATE  RELEASE  CONTACT:    Richard  Dart 

(303)  436-5616 
or  C.L.  Harraer  -  436-6606 

Rocky  Mountain  Poison  Center  Restores  Service  to  8  Counties 

DENVER  (February  3,  "1993)  -  The  Rocky  Mountain  Poison  Center  (RMPC)  today 
restored  service  to  residents  of  eight  counties  after  the  state 
legislature's  Joint  Budget  Committee  this  morning  recommended  that  the 
state  cover  the  cost  of  the  emergency  phone  service  for  the  first  six 
months  of  1994  at  the  urging  of  Senator  Clair  Traylor. 

Starting  Tuesday,  February  1,  the  agency  diverted  to  911  or  personal 
physicians  over  200  callers  from  Adams,  Arapahoe,  Douglas,  El  Paso, 
Jackson,  La  Plata  and  Montrose  counties.  Colorado's  other  55  counties  had 
earlier  agreed  to  cover  the  center's  expenses  until  the  legislature  found 
state  funds  after  the  Poison  Center  notified  them  last  year  it  could  no 
longer  afford  to  serve  residents  outside  of  Denver  without  funding. 

"While  most  counties  agreed  to  cover  expenses  for  their  residents,  other 
declined  in  the  belief  that  the  service  should  be  paid  for  by  the  state," 
explained  Richard  Dart,  M.D.,  director  of  the  agency  operated  by  Denver 
Health  and  Hospitals.  "While  we  understood  their  position,  we  could  no 
longer  ask  Denver  tax  payers  to  underwrite  services  to  residents 
elsewhere." 

Although  legislation,  called  a  supplemental  appropriation,  still  must  pass 
the  legislature,  service  was  restored  "in  good  faith",  said  Dr.  Dart. 

"The  recommendation  of  Senator  Clair  Traylor  and  her  colleagues  is 
sufficient  to  continue  services  until  the  state  has  time  to  finalize  their 
funding,"  said  Dart  "Its  our  way  of  showing  good  faith  in  the  state's 
efforts  to  stabilize  funding  for  this  service  statewide." 

The  JBC  agreed  to  recommend  $478,000  in  general  funds  for  January  through 
June,  1994. 

Operated  by  Denver  Health  and  Hospitals  and  staffed  by  registered  nurses 
and  physicians  specializing  in  toxicology,  the  RMPC  provides  24-hour 
emergency  treatment  information  for  poisonings  to  all  Colorado  citizens. 
Last  year,  the  center  handled  more  than  60,000  cases  from  citizens  of 
Colorado  and  fielded  nearly  three  times  as  many  phone  calls.  More  than  half 
involved  children  under  the  age  of  6.  Center  staff  field  a  variety  of  calls 
ranging  from  ingestion  of  over  the  counter  drugs,  perfumes,  pesticides, 
outdoor  plants  and  mushrooms  as  well  as  spider  and  snake  bites. 

Dart  estimates  that  the  center  saves  $13  million  a  year  in  medical  care  by 
handling  potential  poisoning  emergencies  with  a  phone  call  that  averages 
$18  instead  of  a  $355  hospital  emergency  department  visit. 

-  30  - 
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Mr.  Towns.  Again,  I  would  like  to  ask  both  of  vou — and,  Ms. 
Dosh,  you  already  have  experienced  this  problem — if  you  could  not 
access  a  poison  control  center,  what  would  you  do  in  a  poison  emer- 
gency? 

I  will  go  with  you,  Ms.  McDonald,  first. 

Ms.  McDonald.  There  are  other  centers  that  are  farther  away, 
but  they  are  being  cut  back.  My  understanding  is  that  we  could  call 
them  and  pay  for  the  call  with  the  hopes  that  we  would  get 
through.  I  firmly  believe  that  poison  control  centers  give  the  best 
information.  I  could  go  to  an  emergency  room.  I  could  go  to  a  doc- 
tor. But  honestly,  I  don't  have  as  much  confidence  in  them  as  I 
have  in  the  poison  control  center,  because  I  know  they  call  the  poi- 
son control  center. 

So  I  think  I  would  end  up  hauling  all  my  children  to  an  emer- 
gency room,  spending  a  great  deal  more  money,  and  worrying  a 
great  deal  more  than  I  would  have  if  the  poison  control  center  were 
available  to  me. 

Mr.  Towns.  And  that's  very  important,  the  fact  that  you  would 
go  to  the  emergency  room,  which  would  actually  cost  more  money, 
and  that  you  are  not  certain  in  terms  of  the  outcome  because  they 
do  not  have  the  knowledge  or  the  information  that  a  poison  control 
center  would  have.  I  think  that  is  a  very  important  point. 

Ms.  Dosh,  what  about  you? 

Ms.  Dosh.  Depending  on  the  severity,  I  would  either  call  911,  or 
I  would  drive  her  to  the  hospital.  Our  hospital  has  a  contract  with 
the  poison  center,  so  they  would  be  able  to  call  to  find  out.  Even 
our  hospital  doesn't  have  the  resources  without  the  poison  center, 
and  that  contract  is  in  danger  of  not  being  renewed  because  of  lack 
of  funds.  I  was  just  lucky  that  where  she  went  had  a  contract. 

Mr.  Towns.  I  was  just  thinking  that  when  you  put  a  whole  com- 
munity at  risk — when  you  call  the  poison  control  center  and  they 
say  that  they  cannot  give  you  any  information  because  your  county 
did  not  pay  the  fee,  and  when  your  physician  calls,  because  auto- 
matically you  would  rush  to  your  local  physician,  I  think,  in  some 
instances,  the  center  will  say  the  same  thing  to  the  physician,  that 
the  county  did  not  pay,  so  therefore  we  cannot  give  you  information 
that  might  save  a  person's  life — it's  sort  of  hard  to  believe  that  we 
are  talking  about  the  United  States  of  America. 

Ms.  Dosh.  Yes,  it  is. 

Mr.  Towns.  When  you  hear  this,  it  is  very  difficult  for  me  to  un- 
derstand how  we  could  just  sort  of  ignore  and  not  stress  the  impor- 
tance of  funding  centers.  If  we  are  going  to  talk  about  health  care 
reform,  then  I  think  that  we  have  to  look  at  these  situations  and 
strengthen  them,  because  if  not,  then  we  are  not  talking  about  true 
reform;  we  are  talking  about  retreating.  I  don't  think  that  is  where 
we  should  go. 

I  would  like  to  yield  this  time  to  Congressman  Mica  from  the 
State  of  Florida,  who  has  joined  us,  for  any  statements  or  questions 
he  might  have  at  this  time. 

Mr.  Mica.  Thank  you,  Mr.  Chairman.  Just  an  opening  comment. 
Unfortunately,  in  Congress  right  now  we  have  a  lot  of  champagne 
ideas,  but  we  are  working  on  a  beer  budget.  And  we  have  to  make 
some  tough  choices,  especially  between  the  different  programs  that 
are  funded  at  the  Federal  level.  I  know  that  if  you  have  an  in- 
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stance  where  you  have  your  own  child  and  your  child's  safety  or  ex- 
istence is  at  stake,  that  no  amount  of  money  seems  like  enough  to 
be  spent  to  save  that  child. 

From  the  instances  that  the  witnesses  have  relayed  to  us  today, 
I  am  wondering  if  our  national  resources  would  be  best  spent  in 
setting  this  up  or  backing  this  up  in  a  manner,  and  whether  we 
could  have  been  more  effective  if  there  was  Federal  assistance. 

Ms.  McDonald,  you  are  from  the  local  area,  and  you  are  part  of 
a  system  within  the  Washington,  DC,  area? 

Ms.  McDonald.  Yes. 

Mr.  Mica.  And  you  are  from? 

Ms.  Dosh.  Denver,  CO. 

Mr.  Mica.  Denver,  CO.  I  did  not  notice,  is  the  Colorado  system, 
is  that  State  and  local  support? 

Ms.  Dosh.  I  believe  it  is  State,  although  they  take  a  lot  of  neigh- 
boring States'  calls. 

Mr.  Mica.  Well,  other  than  the  fact  that,  at  this  juncture,  we  do 
not  have  Federal  support  for  these  programs,  are  you  willing  to  pay 
more  tax  dollars  for  these  kinds  of  programs  now  that  you  have 
had  experience? 

Ms.  McDonald.  Definitely. 

Ms.  Dosh.  Definitely. 

Ms.  McDonald.  They  sent  us  a  fundraising  solicitation  after  this 
happened.  You  know,  there  are  some  checks  that  you  say,  "No 
problem.  This  is  an  easy  one." 

Mr.  Mica.  As  we  discuss  the  elements  of  a  new  national  health 
care  system  or  reform,  where  would  you  put  this  on  the  priority 
scale?  I  mean,  we  have  some  very  basic  needs  that  need  to  be  ad- 
dressed, and  then  there  is  a  whole  variety  of  other,  sort  of,  add- 
ons. How  do  you  view  this  in  the  list  of  the  priorities  that  Congress 
should  consider,  Ms.  McDonald. 

Ms.  McDonald.  I  would  say  that  poisonings  are  going  to  happen. 
I  do  not  know  all  the  facts  and  figures,  and  I  hope  you  learn  them 
later  today.  This  is,  to  me,  one  of  the  least  expensive  ways  of  effec- 
tively dealing  with  a  problem  that  is  going  to  happen.  I  was  able 
to  treat  my  children  in  my  home  after  making  a  phone  call  in  every 
instance,  except  the  one  that  involved  the  medical  services. 

Mothers,  fathers  are  going  to  call  and  say,  "My  child  has  just 
eaten  this."  Now,  if  you  would  rather  they  go  to  the  emergency 
room,  they  will  do  that.  And  that  will  cost  umpty-ump  times  more 
than  it  does  to  maintain  a  poison  control  center. 

So,  I  am  not  going  to  say  it  is  the  top  priority  in  the  country  in 
terms  of  health  care.  But  what  I  am  going  to  say  is  that  this  is  a 
problem  that  occurs,  and  this  is  a  very  effective  way  of  paying  for 
it. 

Mr.  Mica.  Ms.  Dosh. 

Ms.  Dosh.  In  the  2  days  that  our  county  wasn't  serviced,  we  had 
250  calls.  The  bulk  of  them  went  to  the  emergency  room.  That  was 
a  significant  amount  of  increase  in  health  care  dollars  that  were 
spent.  If  I  had  been  able  to  get  through,  I  could  have  given  her 
syrup  of  Ipecac  quicker  and  might  have  saved  myself  a  $500  hos- 
pital bill. 

In  terms  of  priority,  it's  an  emergency  service.  The  health  care 
system  needs  it,  because  they  use  it  as  a  resource.  I  would  put  it — 
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to  me,  a  child's  life  is  a  high  priority.  They  are  the  future  of  our 
country.  They  are  the  future  of  our  Nation.  And  to  deprioritize  it 
would  he  a  shame. 

Mr.  Mica.  Well,  if  we  are  looking  at  this  approach  to  providing 
service,  most  of  these  are  emergency  situations.  Do  you  feel  con- 
fident that  you  can  handle  a  situation  like  this,  after  experiencing 
it,  without  hospitalization  or  without  calling  for  emergency  carer 
Now,  I  think  you  indicated,  Ms.  McDonald,  that  you  took  care  of 
the  situation  at  home,  or  did  you  also  have  hospitalization  or  emer- 
gency care? 

Ms.  McDonald.  There  was  one  instance  in  which  the  poison  con- 
trol center  said  that  she  needed  to  go  in  for  chest  x  rays.  But  in 
the  other  four  episodes  that  I  have  dealt  with  the  poison  control 
center,  I  could  treat  it  at  home.  In  one  case,  they  told  me  there  was 
no  problem.  In  other  cases,  the  syrup  of  Ipecac  kicks  in.  And  they 
also  have  always  had  a  24-hour  followup  call  that  they  make, 
which  means  that  you  don't  have  to  go  in  to  your  pediatrician  the 
next  day  and  make  sure  everything  is  clear. 

Mr.  Mica.  Did  you  do  that  anyway? 

Ms.  McDonald.  No. 

Mr.  Mica.  You  didn't? 

Ms.  McDonald.  Absolutely  not.  I  have  tremendous  confidence 
that  these  people  are  the  ones  who  know  how  to  deal  with  poisons. 

Mr.  Mica.  How  about  you,  Ms.  Dosh?  Yours  was  hospitalization 
in  your  only  instance? 

Ms.  Dosh.  Right.  But  it  could  have  been  handled  at  home  if  I 
had  been  able  to  get  a  timely  response. 

Mr.  Mica.  And  you  would  have  felt  comfortable  handling  that  sit- 
uation at  home?  It  sounded  like  your  situation  required  hospitaliza- 
tion and  some  medical  attention. 

Ms.  Dosh.  Right.  A  lot  of  that  was  due  to  the  delay  in  getting 
treatment.  The  most  I  would  have  had  to  do  was  maybe  go  to  my 
doctor's  office  and  get  some  activated  charcoal.  But  a  lot  of  moms 
and  daycare  centers  just  keep  some  on  hand,  because  the  charcoal 
deactivates  the  Ipecac  and  absorbs  poisons.  I  mean,  if  I  had  the  ac- 
tivated charcoal  there,  I  may  not  have  had  to  go  in. 

Mr.  Mica.  I  will  reserve  the  balance  of  my  questions  for  some  of 
the  other  professionals  that  we  have,  but  I  appreciate  your  testi- 
mony. 

Thank  you,  Mr.  Chairman. 

Mr.  Towns.  Thank  you  very  much.  The  gentleman's  time  has  ex- 
pired. At  this  time,  I  yield  to  Congressman  Payne. 

Mr.  Payne.  Thank  you  very  much.  It  really  seems  that  this  is  a 
universal  problem,  and  it  is  something  that,  as  it  has  been  indi- 
cated, is  very  cost  effective.  You  know,  many  times  when  we  talk 
about  government,  cost  of  government,  and  when  we  talk  about 
services  that  are  really  necessary,  the  price  of  the  funding  comes 
up  and  how  are  you  going  to  do  all  those  things.  I  really  think  that 
this  is  a  good  example  of  how  we  should  really  be  reordering  our 
priorities. 

We  are  still  spending  over  $250  billion  a  year  on  defense.  And 
you  will  hear  most  people  say  we  should  have  no  more  cuts  in  de- 
fense; we  really  need  no  less  than  $250  billion  a  year,  $1  trillion 
in  4  years,  although  we  have  no  enemy. 
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So  when  we  hear  the  discussion  about  things  that  have  to  be  cut, 
a  line  is  drawn  on  things  that  are  wasteful.  We  still  have  bank  pro- 
grams where  we  pay  farmers  not  to  grow.  I  mean,  I  am  not 
antifarmer,  but  it  just  seems  that  there  could  be  a  better  way  to 
do  different  kinds  of  programs.  We  used  to  subsidize  the  airline  in- 
dustry so  that  executives  could  keep  the  prices  level. 

What  I  am  saying  is  that  we  will  hear  many  times  from  the  other 
side  of  the  aisle,  talking  about,  we've  got  to  do  away  with  pro- 
grams. And  I  will  be  the  first  to  agree;  we  do  have  to  do  away  with 
programs.  We  need  to  do  away  with  missile  programs  and  B-2 
bombers  and  those — a  B-2  bomber  costs  about  $900  million  each, 
one  plane.  Only  two  people  can  get  in  it.  [Laughter.] 

They  have  a  jump  seat.  There  is  a  jump  seat  for  a  third  if  nec- 
essary, if  they  are  not  too  heavy. 

I  just  have  a  question.  Since  it  affects  so  many  people — and  I've 
raised  two  little  children.  You  are  right.  The  first  thing,  it  goes  into 
their  mouth,  for  some  reason.  I  don't  know,  maybe  they  should  put 
pockets  on  diapers,  or  something,  so  they  can  do  something  else 
with  things  they  pick  up. 

It  seems  that  there  might  be  some  group,  Mothers  Against  Tox- 
ins, or  something,  that  would  come  together  to  sort  of  be  advocates 
for  a  program,  because  every  child  has  gone  through  this  through- 
out the  country. 

Do  you  have  any  reason  why  this  hasn't  become — we  talk  about 
inoculation,  or  we  talk  about  prenatal  care,  or  we  talk  about  Head 
Start  even,  for  young  kids.  Why  hasn't  this  become  sort  of  a  rally- 
ing—-do  you  just  think  it  is  isolated? 

Ms.  McDonald.  No.  I  think  this  is  why  you  are  having  this  hear- 
ing. We  had  a  poison  control  center.  We  didn't  have  a  problem.  We 
could  call  them  up.  It  has  been  there.  Now  it  is  not  going  to  be 
there,  and  therefore,  you  start  getting  mothers  saying — you  know, 
at  the  daycare  center,  at  the  nursery  school,  at  school — you  start 
saying,  "Hey,  did  you  hear?  Did  you  hear?" 

Ana  it's  starting.  It  is  starting.  I  think  this  hearing  is  the  begin- 
ning. You  are  on  the  cutting  edge. 

Mr.  Payne.  That's  great. 

Ms.  Dosh.  I  just  basically  agree  with  her.  I  mean,  for  20  years, 
we  have  had  it.  You  take  it  for  granted,  like  911,  you  call  the  police 
and  they  show  up.  But  to  have  it  suddenly  cut  off,  it  is  just  a 
shock.  And  I  think  if  this  keeps  happening,  you  are  going  to  see, 
you  know,  Mothers  Against  Toxins. 

Mr.  Payne.  Yeah,  I  guess  we  had  better  watch  911  next.  Geez. 

Ms.  Dosh.  Actually,  I  belong  to  Mothers  Against  Drunk  Drivers. 
I  would  go  for  that. 

Mr.  Payne.  Well,  I  would  just  urge — I  think  it  is  something  that 
we  need  to  certainly  put  on  the  front  burners,  and  I  certainly  com- 
mend you  for  coming.  Also,  as  the  chairman  has  done,  I  think  that 
we  really  need  to  get  this  word  around.  It  needs  to  become — I  think 
the  tempo  needs  to  be  heightened  so  that  it  affects — it  is  as  impor- 
tant to  me  as  childhood  immunization,  really. 

Thank  you  very  much,  Mr.  Chairman. 

Mr.  Towns.  Thank  you  very  much,  Mr.  Payne.  Let  the  record  re- 
flect that  I  think  the  comment  was  made  that  the  Federal  Govern- 
ment is  not  putting  anything  into  it.  But  let  me  say  to  you  that 
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the  Federal  Government  is,  through  the  back  door.  It  is  back-door 
funding.  As  a  result  of  not  funding  upfront,  we  are  forced  to  put 
money  in  the  back  door,  when  we  go  into  the  emergency  rooms  and 
the  other  kind  of  things  that  take  place.  So  I  want  the  record  to 
reflect  that. 

At  this  time,  let  me  thank  you  for  your  testimony.  You  have  been 
extremely  helpful.  I  think  that  as  a  result  of  your  involvement,  I 
am  hoping  that  somewhere  along  the  line  we  can  get  people  to 
begin  to  focus  on  the  fact  that  this  is  a  very,  very  important  issue. 

Thank  you  again  for  your  testimony. 

[Applause.] 

Mr.  Towns.  At  this  time,  I  call  to  the  witness  table  Dr.  John 
Trestrail  from  the  Blodgett  Regional  Poison  Center  in  Grand  Rap- 
ids, ML  Dr.  Ralph  Kauffman  from  the  regional  poison  control  cen- 
ter at  Children's  Hospital  of  Michigan,  Dr.  Toby  Litovitz  from  the 
National  Capital  Poison  Control  Center  of  Washington,  DC,  Dr.  Ed- 
ward Krenzelok  from  the  Pittsburgh  Poison  Center  of  Children's 
Hospital  of  Pittsburgh,  PA,  and  Dr.  Thomas  Kearney  from  the 
American  Association  of  Poison  Control  Centers. 

I  am  certain  by  now  you  have  heard  about  that  light  which  starts 
out  green  and  then  turns  red.  At  the  time  it  turns  red,  we  would 
like  you  to  end  your  statement.  Let  me  assure  you  again  that  your 
entire  written  statement  will  be  included  in  the  record. 

Dr.  Trestrail,  why  don't  you  go  first. 

STATEMENT  OF  JOHN  H.  TRESTRAIL  III,  R.Ph.,  CODIRECTOR, 
BLODGETT  REGIONAL  POISON  CENTER,  GRAND  RAPIDS,  MI 

Dr.  Trestrail.  Thank  you.  Good  morning,  Mr.  Chairman. 

Ladies  and  gentlemen,  my  name  is  John  Trestrail  from  Grand 
Rapids,  MI,  coairector  of  the  Blodgett  Regional  Poison  Center. 

Our  poison  center  opened  March  10,  1975,  and  in  the  last  19 
years,  we  have  served  one  entire  generation  of  humanity.  In  that 
time,  we  have  handled  480,000  cases  of  exposures  to  potential 
poisonings  and,  in  addition,  143,000  questions,  where  there  has 
been  no  exposure  but  someone  has  a  question  about  poisoning.  We 
currently  receive  our  cases  at  the  rate  of  about  80  to  100  cases 
every  24  hours. 

Our  staff  consists  of  only  10  registered  nurses,  which  makes  up 
7.4  full-time  equivalents,  and  one  full-time  administrator,  who  is 
sitting  in  front  of  you  right  now.  Our  goal  is  to  take  those  calls  and 
to  ask  questions  and  to  determine  the  degree  of  danger  that  that 
exposure  represents  to  that  patient,  the  proper  type  of  manage- 
ment that  that  call  should  receive,  and  where  that  management 
can  be  carried  out. 

I  was  asked  to  bring  today  an  actual  recording,  condensed,  of  a 
call,  so  you  can  hear  the  interplay  between  the  poison  specialist 
and  one  of  the  callers.  This  call  will  last  approximately  1  minute 
and  9  seconds.  You  will  hear  a  terrified  mother  at  the  beginning 
and  a  calm  poison  specialist  on  the  other  end.  This  mother  is  ready 
to  go  into  the  health  care  system  on  her  own.  You  will  hear  the 
poison  specialist  make  that  decision  and  talk  her  down. 

So  if  we  get  everything  to  work  right  here 

[A  tape  recording  was  played.  A  condensed  transcript  of  the  re- 
cording follows:] 
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1  POISON  CONTROL  CENTER:    Blodgett  Poison  Control  Center. 

2  THE  CALLER:  Is  this  the  Poison  Control  Center? 

3  POISON  CONTROL  CENTER:    Yes. 

4  THE  CALLER:  I  have  a  three-year  old  boy  that  just  ate  a 

5  heartvom  pill,  part  of  a  heartworm  pill  for  a  dog. 

6  POISON  CONTROL  CENTER:   Okay,  I  need  to  ask  you  some 

7  questions.   Okay. 

8  THE  CALLER:    Oh,  God.   Just  tell  me  what  I  have  to  do. 

9  Do  I  have  to  take  him  to  the  hospital? 

10  POISON  CONTROL  CENTER:   Probably  not,  okay.   But  I  need 

11  you  to  simmer  down  so  I  can  get  some  information  from  you. 

12  THE  CALLER:    Okay. 

13  POISON  CONTROL  CENTER:    Okay.   What  is  the  name  of  the 

14  heartworm  pill? 

15  THE  CALLER:    Hold  on  a  minute. 

16  POISON  CONTROL  CENTER:    Okay. 

17  THE  CALLER:    Heartguard. 

18  POISON  CONTROL  CENTER:    Okay. 

19  THE  CALLER:   I-V-E-R-M-E-C-T-I-N. 
20 

21 

22  POISON  CONTROL  CENTER:   And  Jack  should  be  just  fine. 

23  Give  him  something  else  to  drink  just  to  kind  of  get  it  washed 

24  down  and  diluted,  okay.   He  will  be  fine. 

25  THE  CALLER:    He  won't  have  any  heartworms? 
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1  POISON  CONTROL  CENTER:    No,  he  will  be  all  right.   He 

2  will  be  fine. 

3  THE  CALLER:   Okay,  I'm  sorry  I  was  so  hysterical. 

4  POISON  CONTROL  CENTER:    Well,  that  happens  and  when  you 

5  don't  know,  you  know,  initially,  that  is  why  we  are  here. 

6  THE  CALLER:    Okay. 

7  POISON  CONTROL  CENTER:    Cheryl,  take  a  deep  breath  and 

8  have  a  better  day,  okay? 

9  THE  CALLER:   All  right. 

10  POISON  CONTROL  CENTER:    All  right.   Bye-bye. 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 
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Dr.  Trestrail.  That's  what  goes  on  in  our  center  24  hours  a  day, 
around  the  clock. 

Our  funding  history  runs  something  as  follows: 

We  began  in  July  1975,  under  some  Federal  funding,  seed  fund- 
ing under  the  EMS  Act  of  1973.  We  were  then  supported  by  a  fund 
drive  in  1977,  until  Michigan  signed  a  Public  Act  606,  which  called 
for  a  regional  poison  control  system  in  the  State  of  Michigan  and 
an  appropriation  to  be  made  by  the  Michigan  government  to  sup- 
port it. 

At  that  time,  based  on  a  recommendation  to  our  Michigan  De- 
partment of  Public  Health,  we  expanded  our  service  area  from  our 
12-county  original  region  to  a  65-county  region  serving  almost  4 
million  people.  Over  the  years,  the  State  funding  support  continued 
to  dwindle.  The  call  rate  continued  to  go  up  until  October  1992,  at 
which  time  Michigan  eliminated  total  funding  support  to  the  re- 
gional centers  in  Michigan,  saying  it  was  not  their  obligation  to 
fund  this  kind  of  a  service. 

We  were  forced  in  January  1993  to  reduce  our  service  area  back 
to  something  that  was  originally  where  we  were  before  the  State 
funding.  That  resulted  in  a  reduction  of  our  service  to  1.6  million 
people  in  our  State,  41  counties,  48  hospitals.  And  in  1993,  our 
caseload  dropped  12,000  cases.  They  happened,  they  went  some- 
where, but  they  could  not  get  to  us. 

We  nave  a  courtesy  message  which  that  mother  would  hear  now 
if  she  lived  outside  our  service  area,  and  when  you  dial  that,  this 
is  what  you  hear:  "We  are  sorry,  but  due  to  state  funding  cuts,  our 
poison  center  is  no  longer  able  to  serve  your  area.  If  you  have  an 
emergency,  call  your  physician  or  nearest  emergency  room  imme- 
diately. TTiank  you."  That  message  was  used  8,000  times  in  1993. 

As  far  as  future  funding  for  our  center,  there  appears  to  be  no 
action  on  behalf  of  our  State  government.  Our  hospital  is  currently 
holding  about  83  percent  of  our  funding,  which  makes  them  a  little 
uneasy  since  it  is  supported  as  a  surcharge  on  their  patients. 

What  I  feel  should  be  the  role  of  the  Federal  Government  is  to 
take  a  look  at  who  benefits  from  this.  So  who  should  pay?  Let's  get 
them  together,  sit  down,  and  determine  how  to  support  these  poi- 
son centers.  Let  us  get  back  to  the  work  of  taking  care  of  the 
poisoned  patient. 

Thank  you. 

[The  prepared  statement  of  Dr.  Trestrail  follows:] 
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March  7,  1994 

PREPARED  STATEMENT 

John  H.  Trestrail,  III,  RPh,  ABAT 
Co-Director 

Blodgett  Regional  Poison  Center 
1840  Wealthy,  S.E. 
Grand  Rapids,  Michigan  49506 

Telephone:  (616)  774-7851  (administration) 

"Poison  Control  Centers:  Is  There  An  Antidote  For  Budget  Cuts?" 

March  15,  1994 
Subcommittee  Hearing 

House  of  Representatives, 
the  Human  Resources  and  Intergovernmental  Relations  Subcommittee 
of  the  House  Committee  on  Government  Operations 
Washington,  D.C. 

My  name  is  John  Trestrail,  a  licensed  pharmacist  by  professional 
training,  and  a  toxicologist  by  vocation.   Since  1976,  I  have  been  the 
managing  director  of  one  of  America's  certified  regional  poison  centers, 
in  the  State  of  Michigan. 

I  thank  you  for  the  opportunity  to  speak  to  the  Committee  today 
about  the  history  of  the  Blodgett  Regional  Poison  Center  (BRPC)  in  the 
state  of  Michigan,  and  the  problems  we  have  in  maintaining  adeguate 
funding  to  allow  us  to  maintain  our  mission. 

In  my  discussion  today,  I  hope  to  cover  the  following  issues: 

(1)  What  services  our  center  provides  to  control,  treat  and 
prevent  poisoning  in  our  service  area.   Including  specifics 
on  the  size  of  the  population  served  and  the  number  of  human 
exposure  cases  that  our  center  manages  on  an  annual  basis. 

(2)  A  discussion  of  the  funding  history  of  our  poison  center,  and 
how  budget  cuts  have  affected  our  center  operations. 

(3)  The  status  of  future  funding  of  our  poison  center. 

(4)  An  opinion  on  the  role  of  the  Federal  government  concerning 
poison  control  centers  in  the  United  States. 

Before  I  begin,  I  would  like  to  play  for  you  an  excerpt  of  an 
actual  poison  exposure  case  as  handled  by  our  Poison  Center.   In  this 
recording  you  will  experience  the  emotional  concerns  of  a  mother  for 
the  safety  of  her  child,  and  the  calm  reassuring  voice  of  a  nurse 
Specialist  in  Poison  Information  (SPI),  as  she  makes  a  rapid 
determination  of  the  severity  of  the  exposure,  and  the  proper  management 
of  the  case.   In  this  case  the  inappropriate  utilization  of  the  health 
care  system  was  avoided. 

Next,  I  would  like  you  to  hear  what  this  mother  will  now  hear,  if 
she  were  outside  of  our  service  area,  as  she  dials  our  emergency  WATS 
line  number  from  her  home. 
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SERVICES  PROVIDED  BY  OUR  REGIONAL  POISON  CENTER: 

Our  poison  center,  began  operations  on  March  10,  1975,  and  is 
dedicated  to  the  reduction  of  death  and  permanent  iniurv  due  to 
poisoning  bv  any  cause,  through  the  provision  of  rapid  and  accurate 
information,  and  education,  on  toxic  agents  made  bv  man  or  found  in 
nature. 

To  meet  our  goal,  the  BRPC  operates  an  emergency  "hotline"  for 
inquiries  about  exposures  to  potential  poisons.   In  addition  we  attempt 
to  reduce  the  incidence  of  poisoning,  by  providing  public  education  on 
the  prevention  of  poisoning  in  the  home  and  workplace.   Professional 
education  is  also  provided  to  health  care  professionals  on  the  proper 
medical  management  of  the  poisoned  patient. 

Our  Poison  Center  operates  in  a  manner  consistent  with  the 
certification  criteria  developed  by  the  American  Association  g_£  Poison 
control  centers  (aapcc). 

In  the  19  year  period,  from  1975  through  1993,  the  BRPC  has  handled 
a  total  of  622,883  calls  from  the  population  of  its  service  area,  which 
encompassed  479,728  exposure  cases  plus  143,155  requests  for  information 
on  toxic  substances. 

Due  to  a  funding-related  reduction  in  service  area,  commenced  on 
January  18,  1993,  we  now  can  serve  only  telephone  area  code  616  in  the 
State  of  Michigan.   In  telephone  area  code  616,  the  BRPC  serves  a 
Michigan  population  of  1,742,311  citizens  in  counties  totally  covered 
by  the  area  code,  plus  a  portion  of  485,607  citizens  living  in  counties 
partially  covered  by  the  area  code.   The  average  poison  exposure 
incidence  in  the  population,  is  nine  (9)  human  exposure  cases  per 
1,000  population  per  year. 

Handling  these  emergency  calls  is  a  staff  of  7.4  PTE,  made  up  of 
ten  registered  nurse  "Specialists  in  Poison  Information  (SPIs),  seven  of 
which  have  been  certified  by  national  examination  administered  by  the 
American  Association  q£  Poison  Control  Centers  (AAPCC) . 

HISTORICAL  DEVELOPMENT  OF  MICHIGAN'S 
REGIONAL  POISON  CENTER  SYSTEM 

THE  ENABLING  LEGISLATION 

On  January  5,  1979,  Governor  William  G.  Mil liken,  signed  into  law 
Public  Act  606  (Enrolled  Senate  Bill  No.   1414).   PA  606  called  for: 

(1)  The  establishment  of  a  state  plan  for  the  creation  and  operation  of 
a  poison  control  center  network,  providing  for  regional  poison 
control  centers. 

(2)  The  establishment  of  an  advisory  committee  made  up  of 
representatives  of  the  state's  poison  centers,  for  the  purpose  of 
developing  guidelines  for  the  implementation  and  operation  of  the 
state  plan  for  the  poison  control  center  network. 

(3)  The  state  plan  for  poison  control  centers  to  specify  standards, 
policies,  and  procedures  consistent  with  the  criteria  adopted  by  the 
American  Association  ol   Poison  Control  Centers- 
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(4)  To  make  an  appropriation  to  finance  the  poison  center  network. 

THE  ADVISORY  COMMITTEE 

On  January  29,  1980,  the  first  meeting  of  the  advisory  committee  to 
the  Michigan  Department  of  Public  Health  (MDPH)  took  place.   This 
advisory  body  was  to  become  known  as  the  State  Poison  Advisory  Committee 
(SPAC).   At  the  SPAC  meeting  on  May  2,  1980,  a  motion  was  carried  that 
there  be  two  service  regions  in  the  State  of  Michigan,  with  one  regional 
poison  center  in  each  region.   On  November  7,  1980,  "Draft  VI"  of  the 
State  Plan  was  adopted  unanimously,  and  became  the  final  version 
submitted  to  the  MDPH. 

This  final  plan  called  for  two  regions  (an  18  county  Eastern  Region 

-  with  the  regional  poison  center  at  Children's  Hospital,  Detroit),  and 
a  65  county  Western  Region  -  with  the  regional  poison  center  at  Blodgett 
Memorial  Medical  Center,  Grand  Rapids).   Affiliate  poison  centers  were 
to  relate  to  the  regional  poison  centers  in  their  region. 

With  the  promise  of  a  State  funding  appropriation,  the  BRPC,  agreed 
to  expand  its  service  twelve  county  service  area  to  encompass  the  65 
county  region  as  recommended  by  the  SPAC. 

FUNDING  HISTORY  OF  THE  CENTER: 

Since  July  1975,  the  funding  history  of  the  BRPC  has  continued  to 
be  a  hand-to-mouth  existence.   With  adeguate  funding  never  matching 
the  region's  demand  for  BRPC  services.   Our  Poison  Center  remains 
basically  in  the  same  difficulty  as  a  patient  in  an  Intensive  Care  Unit 

—  not  sick  enough  to  die,  but  not  healthy  enough  to  get  out  of  bed. 

The  majority  (80%)  of  our  Poison  Center's  budget  is  allocated  to 
personnel  plus  telephone  costs.   And,  it  is  important  to  note  that  these 
expenses  are  basically  "user  driven",  being  directly  related  to  the 
number  of  cases  handled. 

What  follows  are  some  of  the  major  events  that  have  impacted  on 
the  funding  resources  that  have  been  utilized  by  the  BRPC: 

*  March,  1975  -  our  Regional  Poison  Center  begins  operation  serving 
the  twelve  county  West  Michigan  Health  Systems  Agency  area. 

*  July,  1975  -  Poison  Center  begins  to  receive  Federal  funds  under 
Public  Law  93-154.  "The  Emergency  Medical  Services  &ct  of  1973". 

These  "seed"  funds  were  provided  in  order  to  allow  the  addressing 
of  poisoning  as  one  of  the  seven  critical  care  areas  defined  in 
the  EMS  system. 

*  June,  1977  -  Federal  EMS  funding  to  Western  Michigan  ceases 
abruptly. 

The  BRPC  with  no  funding  resources  was  helped  by  the  Wyoming 
Jaycettes,  to  launch  an  emergency  fund  drive  to  keep  the 
Poison  Center  operational. 

*  August,  1977  -  "Pledges  for  Poison"  fund  drive  raises  $200,000. 

The  funding  was  essential  to  keep  the  BRPC  in  operation  until 
Michigan  legislation  could  be  developed  and  passed  that  would 
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allow  for  an  equitable  financial  support  from  the  population  base 
being  served. 

*  January  5,  1979  -  Governor  Milliken  signs  Michigan's  Public  Act  606 
of  1978.  to  establish  a  regional  poison  center  network  for  Michigan 
and  make  an  appropriation. 

*  October,  1979  -  BRPC  receives  full  funding  from  State  of  Michigan, 
through  Michigan  Department  of  Public  Health,  Division  of  Emergency 
Medical  Services. 

Our  regional  poison  center  was  asked  by  the  State  of  Michigan  to 
serve  a  65  county  area,  consistent  with  plans  developed  under 
Michigan's  Public  Act  606,  which  also  called  for  the  State  of 
Michigan  to  make  an  appropriation. 

*  October,  1980  -  State  of  Michigan  reduces  funding  support  to  the 
regional  poison  center  by  80% . 

*  October,  1992  -  State  of  Michigan  totally  eliminates  funding  support 
to  the  regional  poison  centers. 

Over  the  years  the  amount  of  State  funding  support  slowly  eroded 
until,  in  October  1992,  it  was  totally  eliminated  by  the  State. 

*  January  18,  1993  -  reduction  of  service  area. 

Due  to  elimination  of  funding  support  from  the  State  of  Michigan, 
the  regional  poison  center,  was  forced  to  reduce  its  service  area 
from  three  area  codes  to  one,  effective  January  18,  1993.   The 
impact  of  the  reduction  was  the  elimination  of  access  to  the 
regional  poison  center  by  45  Michigan  counties,  with  a  population 
of  1.6  million  citizens,  and  48  hospitals.   The  poison  center's 
staff,  of  nurse  specialists  in  poison  information,  was  reduced  1.4 
FTE,  to  compensate  for  the  anticipated  reduction  in  case  load. 

As  a  result  of  the  limited  access  to  the  poison  center,  the  1993 
patient  case  load  was  reduced  32%,  amounting  to  approximately 
12,130  poison  cases  for  the  remainder  of  1993.   Each  time  an 
individual  tried  to  telephone  the  poison  center  from  one  of  the 
area  codes  outside  the  service  area,  they  receive  a  recorded 
courtesy  message,  quickly  referring  them  back  into  their  local 
medical  system  for  the  handling  of  their  poisoning  question. 
The  total  number  of  attempts  to  call  the  poison  center's  emergency 
number,  as  counted  by  the  courtesy  message  utilization,  was 
registered  by  AT&T,  and  amounted  to  8,922  for  1993. 

I  would  also  like  to  submit  for  the  record  the  attached  letter  and 
study  from  fililfi  CrfiSS  Blue  Shield  fif  Michigan,  which  they  carried 
out  to  try  and  determine  the  impact  on  health  care  costs  for 
poisoned  patients  in  telephone  area  codes  517  and  906,  due  to  the 
reduction  of  our  service  area.   The  data  indicates  that  the  cost 
of  taking  care  of  the  poisoned  patient  is  certainly  higher  when  a 
regional  poison  center  is  not  involved. 

*  Currently,  the  BRPC  is  funded  by  a  consortium  of  resources. 

For  the  latest  hospital  FY  (July  1  1992  -  June  30,  1993),  the 
operation  of  this  regional  poison  center  cost  $694,854.   Of  this 
amount  87%  was  born  by  the  host  institution  (Blodgett  Memorial 
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Medical  Center),  with  10%  coming  from  four  separate  United  Ways, 
and  another  3%  from  miscellaneous  outside  funding  resources. 

FUTURE  FUNDING: 

Currently  there  appears  to  be  no  action  in  the  State  government  to 
restore  the  funding  support  to  the  regional  poison  centers  in  Michigan. 
There  was  no  massive  organized  outcry  at  the  reduction  of  service  area, 
which  is  probably  due  to  the  fact  that  our  staff  is  too  small,  and  our 
audience  of  users  too  diffuse  throughout  society  to  be  organized. 

As  to  the  financial  future  of  our  poison  center,  Blodgett  Memorial 
Medical  Center  stands  solidly  behind  us  in  our  mission  to  the  people  of 
our  service  area,  but  feels  that  the  hospital's  "fair  share"  of 
financial  support  is  more  eguitably  in  the  area  of  $250,000,  with  the 
remaining  funding  coming  from  a  consortium  of  outside  funding  sources. 
The  hospital's  portion  is  currently  being  provided  by  a  surcharge  on  its 
hospitalized  patients.   With  the  current  storms  that  are  buffeting 
health  care,  it  is  not  possible  to  predict  how  long  funding  support  from 
our  host  institution  can  be  maintained  at  the  current  level.   Therefore, 
the  our  future  is  totally  unknown. 

With  dwindling  or  stagnant  funding  resources,  and  increases  of 
exposure  cases, to  handle,  the  poison  center  can  do  only  one  of  two 
things:  either  (1)  find  new  funding  sources  to  meet  the  needs  of  the 
system,  or  (2)  find  some  method  to  reduce  the  number  of  cases  the  center 
can  receive.   As  licensed  health  care  workers,  we  find  the  elimination 
of  our  services  to  the  people  contrary  to  everything  we  hold  sacred  in 
medical  ethics. 

We  continue  to  work  with  other  groups  in  an  attempt  to  call 
together  a  group  of  potential  funding  sources  to  address  the  financial 
support  of  this  important  nonevent  producing  emergency  public  health 
service. 

FEDERAL  GOVERNMENTAL  RESPONSIBILITY  CONCERNING  POISON  CONTROL  CENTERS: 

The  fundamental  difficulty  is  that  as  citizens  we  want  it  all;  as 
taxpayers  and  premium  payers,  we  do  not  want  to  pay  for  wanting  it  all. 

Unlike  other  non-revenue  producing  emergency  public  health 
services  (i.e.  fire  and  police  departments),  the  regional  poison  center 
currently  receives  no  financial  support  from  the  tax  base  of  the  society 
it  serves.   It  is  estimated  that  to  provide  the  highest  guality  of 
regional  poison  control  services  in  the  state  of  Michigan,  it  would  cost 
only  25  cents  per  citizen  per  year. 

It  is  hoped  that  in  future  health  care  plans  it  will  be  the  role 
of  the  nation's  poison  centers  to  serve  as  the  "gate  keepers"  for  the 
proper  utilization  of  health  care  resources  for  the  poisoned  patients. 
Our  role  would  be  to  refer  individual  cases  to  the  health  care  system 
that  reguire  hospital  utilization,  and  treat  at  home  those  that  can  be 
safely  managed  in  that  environment. 

For  years  poison  centers  seeking  funding  have  been  the  victims  of 
finger  pointing  from  potential  funding  sources  saying  "your  funding  is 
not  our  responability. . .you  should  try  over  there".   As  a  result  poison 
centers,  who  only  desire  to  provide  their  expertise  to  the  care  of  the 
poisoned  patient,  spend  most  of  their  time  running  about  with  a  tin  cup 
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trying  to  find  the  revenue  to  provide  a  quality  service  to  the  people. 

The  basic  question  is  who  should  bear  the  costs  for  this 
non-revenue  producing  emergency  public  health  service.   It  would  be  a 
great  assistance  for  the  poison  centers  of  our  nation  to  have  the 
Federal  Government  convene  a  session  that  would  identify  the  potential 
funding  sources  that  benefit  from  the  work  we  do,  to  determine  what  the 
"fare  share"  of  funding  for  each  of  these  sources  should  be,  and  to 
allow  us  to  return  to  the  care  of  the  poisoned  patient,  and  the 
education  of  the  public  and  professional  communities  on  the  subject  of 
poisons. 

Thank  you. 
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Blue  Croat 
Blue  Shield 

of  Michigan 

Charles  Zech  5540  Glenwood  Hills  Parkway.  SE 

Vice  President  Grand  Rapids.  Ml  495 1 2 

West  Michigan  616-285-2122  FAX  616-285-2230 


August  12,  1993 


John  R.  Maurer,  H.D. 

Medical  Director  

Oo&B3PE*^s^r^^Ef?133frn 

Co-Director 

Blodgett  Regional  Poison  Center 

1840  Wealthy,  S.E. 

Grand  Rapids,  MI  49506 

Dear  Drs.  Maurer  and  Trestrail: 

This  is  in  follow-up  to  your  letter  to  Mr.  Whitmer  and  our 
subsequent  conversation. 

Attached  is  an  analysis  of  Blue  Cross  Blue  Shield  of 
Michigan  claims  with  poisoning  diagnoses  from  the  517,  616 
and  906  area  codes.   This  analysis  was  performed  to 
determine  whether  the  service  elimination  of  the  Blodgett 
Regional  Poison  Center  in  Grand  Rapids  from  the  517  and  906 
area  codes  has  had  an  impact  on  Blue  Cross  Blue  Shield  of 
Michigan  members'  hospital  utilization  and  costs  for 
poisoning  diagnoses  in  those  areas.   The  center's  service  to 
the  517  and  906  areas  was  eliminated  on  January  18,  1993. 
The  616  area  continued  to  be  serviced  by  the  center. 

In  order  to  evaluate  what  occurred  in  the  517  and  906  areas, 
the  utilization  from  these  two  areas  for  the  four  month 
period  (February  through  May)  after  the  poisoning  center 
service  cut-off  was  compared  to  the  same  four  months  in 
1992.   Furthermore,  these  data  were  also  compared  to  the  616 
area  poisoning  experience  (where  the  poisoning  referral 
services  continued)  for  both  periods. 

The  payment  and  utilization  data  reviewed  for  this  analysis 
included  in-state  Blue  Cross  Blue  Shield  of  Michigan  Regular 
Business  hospital  claims  with  poisoning  related  diagnoses 
from  the  following  periods: 

Incurred  February,  1992  through  May,  1992, 

paid  through  June  1992 
Incurred  February,  1993  through  May,  1993, 

paid  through  June,  1993 
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In  addition,  one  month  of  professional  claims  data  paid 
during  the  same  time  period  were  also  examined  for  this 
study.  Because  no  claims  with  poisoning  diagnoses  were 
found,  the  analysis  concentrated  only  on  hospital  data. 

Given  the  limited  number  of  services  and  timeframe  involved, 
the  findings  of  this  analysis  must  be  carefully  considered: 

*  Inpatient  admissions  for  poisonings  decreased  in  1993  for 
the  517  (72  to  67  admissions)  and  616  (38  to  35 
admissions)  areas,  but  increased  from  35  to  57  admissions 
in  the  906  area. 

*  Outpatient  services  related  to  poisoning  increased  in  the 
517  and  906  areas,  but  remained  relatively  constant  in 
the  616  areas. 

Let  me  know  if  you  have  any  questions. 

Sincerely, 


Charles  Zech/\x 
CZ:emk 


cc:   Richard  Whitmer 
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Figure  1 

Poisoning  Admissions  by  Area  Code 

Hospital  Inpatient 

BCBSM  Regular  Business  Claims 

Incurred  February  -  May,  1992  vs.  February  -  May,  1993* 
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FEB.  -  MAY,  1993 


10         20         30         40         50         60 
NUMBER  OF  ADMISSIONS 


70 


80 


'  Paid  through  June,  1992  and  June,  1993,  respectively. 

Figure  2 

Payments  for  Poisoning  Admissions  by  Area  Code 

Hospital  Inpatient 

BCBSM  Regular  Business  Claims* 

Incurred  February  -  May,  1992  vs.  February  -  May,  1993* 


$191,822  ■  FEB.  -  MAY,  1992 


I 


FEB.  -  MAY,  1993 


$50,000  $100,000  $190,000 

PAYMENTS 


$200,000 


*  Paid  through  June,  1992  and  June,  1993,  respectively. 
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Figure  3 

Poisoning  Treatment  Services  by  Area  Coda 

Hospital  Outpatient 

BCBSM  Regular  Business  Claims 

Incurred  February  •  May,  1992  vs.  February  -  May,  1993* 
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Paid  through  June,  1992  and  June,  1993,  respectively. 

Figure  4 

Payments  for  Poisoning  Treatment  Services  by  Area  Code 

Hospital  Outpatient 

BCBSM  Regular  Business  Claims 

Incurred  February  •  May,  1992  vs.  February  -  May,  1993* 


FEB.  -  MAY.  1892 
FEB.  .  MAY,  1983 
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816 


FEB.  •  MAY.  1992 


791;  ■  FEB.  -  MAY,  1993 


SO  $20,000       $40,000      .960,000       $80,000      $100,000 

PAYMENTS 


*  Paid  through  June,  1992  and  June,  1993,  respectively. 
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Mr.  Towns.  Thank  you  very  much,  Dr.  Trestrail. 
Dr.  Kauffman. 

STATEMENT  OF  RALPH  E.  KAUFFMAN,  M.D.,  MEDICAL  DIREC- 
TOR, REGIONAL  POISON  CONTROL  CENTER,  CHILDREN'S 
HOSPITAL  OF  MICHIGAN 

Dr.  Kauffman.  Chairman  Towns,  distinguished  members,  I  am 
Dr.  Ralph  Kauffman.  I  am  a  professor  of  pediatrics  and  pharmacol- 
ogy at  Wayne  State  University  and  director  of  the  division  of  clini- 
cal pharmacology  and  toxicology  at  Children's  Hospital  of  Michi- 
gan. Among  my  responsibilities,  I  am  currently  medical  director  of 
the  regional  poison  control  center  at  Children  s  Hospital  of  Michi- 
gan. 

The  poison  center  at  Children's  Hospital  of  Michigan  was  estab- 
lished in  1958.  In  1978,  with  the  statute  that  was  mentioned,  the 
center  was  certified  as  a  regional  center  by  the  American  Associa- 
tion of  Poison  Control  Centers  with  a  designated  service  area  en- 
compassing 18  contiguous  counties  in  southeastern  Michigan  with 
a  population  of  approximately  6  million  people.  This  area  includes 
approximately  two-thirds  of  tne  total  population  of  the  State. 

Services  provided  by  our  center  include  24-hour  telephone  infor- 
mation and  triage  services,  toxicological  information  and  consulta- 
tion to  industries,  24-hour  availability  of  a  physician  toxicologist  for 
consultation,  advocacy  on  behalf  of  the  public  regarding  poison  con- 
trol issues,  and  educational  services  for  professionals  and  the  gen- 
eral public. 

Our  center  has  one  of  the  highest  call  volumes  of  certified  re- 
gional centers  in  the  United  States.  From  1988  through  December 

1992,  the  center  accepted  approximately  60,000  calls  annually. 

In  January  1993,  when  the  western  Michigan  center  was  forced 
to  restrict  its  service,  the  call  volume  to  our  center  went  up  by 
1,000  calls  per  month  overnight,  and  it  has  remained  at  that  level 
to  the  present  time. 

This  occurred  as  health  departments,  individuals,  hospitals,  phy- 
sicians around  the  State,  who  previously  had  been  served  by  the 
western  Michigan  center,  started  calling  the  eastern  center.  This 
resulted  in  a  17  percent  increase  in  the  call  volume  to  our  center, 
from  approximately  60,000  calls  in  1992  to  over  70,000  calls  during 

1993.  That's  where  those  12,000  calls  were  turfed  to. 

The  1994  budget  for  the  poison  control  center  is  a  little  over  $1 
million.  Over  three-quarters  of  $1  million  of  those  total  costs  will 
be  contributed  by  the  Children's  Hospital  of  Michigan,  with  less 
than  25  percent  of  total  revenues  from  other  sources.  From  1987 
through  1990,  the  center  received  between  $221,000  and  $272,000 
annually  from  the  State  of  Michigan.  However,  our  funding 
through  the  State  was  terminated  in  March  1991. 

Partial  funding  for  the  center  was  included  in  appropriation  leg- 
islation passed  in  1992  and  1993  by  the  State  legislature,  but  both 
appropriations  were  line-item  vetoed  by  the  Governor.  Currently 
our  center  does  not  receive  any  Federal,  State,  county,  or  city  fund- 
ing. For  the  past  3  years,  the  major  portion  of  the  cost  of  operations 
has  been  provided  by  the  Children's  Hospital.  Although  the  hos- 
pital is  committed  to  maintaining  this  public  service,  it  may  not  be 
fiscally  feasible  for  the  long  term.  The  hospital  board  has  indicated 
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that  additional  sources  of  funding  must  be  identified  by  October  1 
of  this  year,  or  consideration  will  be  given  to  closing  or  at  least  re- 
ducing the  geographic  service  area  of  the  center. 

Any  further  cuts  in  our  budget  would  require  restriction  of  the 
call  area  to  reduce  the  service  volume  to  a  level  that  could  be  safely 
handled  by  the  funded  level  of  staffing.  This  would  leave  a  large 
portion  of  the  State  of  Michigan  without  poison  control  center  serv- 
ices. It  is  not  necessary  to  guess  what  the  impact  would  be  on  the 
health  care  system  in  Michigan  if  the  poison  control  center  was 
forced  to  close.  In  addition  to  the  immediate  threat  to  individuals 
exposed  to  toxic  substances,  three  independent  recent  studies  in 
three  separate  States  have  documented  the  increase  in  emergency 
department  utilization  and  hospital  admissions  that  result  with 
poison  control  center  closure. 

It  is  obvious  from  this  information  that  termination  of  poison 
control  center  services  in  the  State  of  Michigan  would  have  a  pro- 
found impact  on  the  cost  of  health  services  throughout  the  State, 
as  well  as  on  the  quality  of  health  services  for  the  people  of  Michi- 
gan. The  poison  control  cjnter  provides  an  indispensable  public 
health  service  that  should  be  maintained  through  a  stable  public 
funding  mechanism,  not  by  a  single  children's  hospital. 

Since  this  is  a  public  health  service,  it  should  be  funded  through 
mechanisms  similar  to  those  used  to  fund  other  public  health  serv- 
ices, and  I  would  suggest  that  the  basic  funding  for  this  service 
should  be  shared  by  the  State  and  the  Federal  Governments.  What- 
ever form  Federal  participation  takes,  it  should  serve  to  enhance 
stability  and  standardization  of  funding  for  regional  poison  control 
centers  nationwide  so  this  service  is  available  to  all  citizens  of  the 
United  States. 

Again,  I  sincerely  appreciate  the  opportunity  to  communicate  to 
the  subcommittee  the  importance  as  well  as  the  vulnerable  position 
of  the  regional  poison  control  center  at  Children's  Hospital  of 
Michigan,  and  I  will  be  happy  to  respond  to  questions  later.  Thank 
you,  Mr.  Chairman. 

[The  prepared  statement  of  Dr.  Kauffman  follows:] 


46 


TESTIMONY  BY 

RALPH  E.  KAUFFMAN,  M.D. 

MEDICAL  DIRECTOR 

REGIONAL  POISON  CONTROL  CENTER 

CHILDREN'S  HOSPITAL  OF  MICHIGAN 

DETROIT,  MICHIGAN 


SUBCOMMITTEE  ON  HUMAN  RESOURCES 

AND  INTERGOVERNMENTAL  RELATIONS 

COMMITTEE  ON  GOVERNMENT  OPERATIONS 

U.S.  HOUSE  OF  REPRESENTATIVES 

MARCH  15,1994 


47 


Ralph  E.  Kauffman,  M.D.  -  Draft 
Testimony,  March  15,  1994 
Page  2 

Chairman  Towns  and  distinguished  members  of  the  Subcommittee: 

I  am  Dr.  Ralph  Kauffman.  I  am  a  Professor  of  Pediatrics  and  Pharmacology  at  Wayne  State 
University  School  of  Medicine  and  Director  of  the  Division  of  Clinical  Pharmacology  and 
Toxicology  at  Children's  Hospital  of  Michigan.  Among  my  responsibilities,  I  am  Medical 
Director  of  the  Regional  Poison  Control  Center  at  Children's  Hospital  of  Michigan. 

I  am  grateful  for  the  opportunity  to  tell  you  about  our  Center  and  the  critical  issues  which 
threaten  its  continuing  existence. 

The  Poison  Control  Center  at  the  Children's  Hospital  of  Michigan  was  designated  as  the  "core 
unit"  for  poison  control  services  in  the  greater  Detroit  metropolitan  area  in  1958.  In  1978  the 
Center  was  certified  as  a  regional  center  by  the  American  Association  of  Poison  Control 
Centers  with  a  designated  service  area  encompassing  18  contiguous  counties  in  southeastern 
Michigan  with  a  population  of  5.9  million.  This  area  includes  approximately  2/3  of  the  total 
population  of  Michigan.  The  Center  operates  in  facilities  provided  by  the  Children's  Hospital 
of  Michigan.  The  mission  of  the  Center  is  to  inform  the  public  and  health  care  professionals 
regarding  prevention  and  treatment  of  poisonings,  provide  an  immediate  source  of  information 
regarding  poisoning  to  the  public  and  health  care  providers,  and  participate  in  the  training  of 
medical  students  and  new  physicians  in  the  prevention  and  treatment  of  poisonings. 

Services  provided  by  the  Regional  Poison  Control  Center  at  Children's  Hospital  of  Michigan 
include: 

-  24-hour  telephone  information  and  triage  services  for  victims  of  poisonings,  their 
families,  and  health  care  providers; 

-  toxicologic  information  and  consultation  to  industries; 

-  a  specialized  information  library  and  computerized  data  base  to  provide  the  most 
complete  and  current  data  for  assisting  callers; 

-  24-hour  availability  of  a  physician/toxicologist  for  consultation; 

-  advocacy  on  behalf  of  the  public  regarding  poison  control  issues; 

-  data  on  poison  exposures;  and 
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-  educational  services  for  professionals  and  the  general  public  on  poison  prevention  and 
treatment. 

The  Center  has  one  of  the  highest  call  volumes  of  all  certified  regional  centers  in  the  U.S.  From 
1 988  through  December  1 992  the  Center  accepted  60,000  calls  annually  In  January,  1 993  the 
Western  Michigan  Regional  Poison  Control  Center  in  Grand  Rapids  restricted  its  service  to 
the  area  served  by  the  616  area  code  in  the  Western  portion  of  the  State.  The  call  volume  to 
the  Center  at  Children's  Hospital  immediately  increased  by  1 ,000  calls  per  month  as  hospitals, 
physicians,  health  departments,  and  individuals  from  around  the  state,  who  previously  had 
been  served  by  the  Western  Michigan  Center,  started  calling  the  Children's  Hospital  Center. 
This  resulted  in  a  1 7%  increase  in  call  volume  to  the  Children's  Hospital  Poison  Control  Center 
from  60,000  calls  in  1992  to  over  70,000  calls  during  1993!  This  call  volume  continues  to  the 
present  time.  In  addition,  the  Center  receives  calls  from  other  states  and  countries  from  time 
to  time. 

Although  public  education  efforts  have  been  curtailed  because  of  budget  constraints,  never  the 
less,  during  the  past  year  the  Poison  Control  Center  staff  provided  displays  on  poison 
prevention  at  health  fairs,  gave  talks  to  public  and  professional  groups,  provided  information 
to  media  outlets,  and  distributed  over  300,000  pieces  of  printed  educational  materials  to 
organizations,  physicians,  and  health  departments  all  over  the  State  of  Michigan. 

The  1994  budget  for  the  Poison  Control  Center  is  $1,015,697.  This  includes  $292,700  in 
indirect  costs  for  heat,  light,  power,  space,  and  administrative  support.  $767,495  of  total  costs 
will  be  contributed  by  Children's  Hospital  of  Michigan  with  less  than  25%  of  total  revenues 
from  other  sources.  From  1987  through  1990  the  Center  received  between  $221,500  and 
$271,745  annually  from  the  State  of  Michigan.  However,  this  funding  was  terminated  in 
March,  1991 .  Partial  funding  for  the  Center  was  included  in  appropriation  legislation  passed 
by  the  Michigan  legislature  in  1992  and  again  in  1993  but  both  appropriations  were  line  item 
vetoed  by  the  Governor.  Currently,  the  Center  does  not  receive  any  federal,  state,  county,  or 
city  funding.  For  the  past  three  years,  the  major  portion  of  the  cost  of  operations  has  been 
provided  by  Children's  Hospital  of  Michigan.  The  Center  does  receive  private  gifts  and  grants 
to  supplement  operating  funds  provided  by  the  hospital.  Sources  of  supplemental  funding 
include  United  Way  of  Southeastern  Michigan,  private  foundations  and  organizations, 
contributions  from  other  hospitals,  and  miscellaneous  gifts.  However,  these  sources  currently 
provide  less  than  30%  of  the  funds  necessary  to  operate  the  Center.  In  1994  The  Children's 
Hospital  of  Michigan  will  provide  in  excess  of  $750,000  annually  to  keep  the  Poison  Control 
Center  open.  Although  the  Hospital  is  committed  to  maintaining  this  public  service,  it  may  not 
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be  fiscally  feasible  for  the  long  term.  The  Hospital  Board  has  indicated  that  additional  sources 
of  funding  must  be  identified  by  October  1 ,  1 994  or  consideration  will  be  given  to  closing  or 
at  least  reducing  the  geographic  service  area  of  the  Center.  Indeed,  this  has  been  the  fate  of 
several  centers  during  the  past  year.  Any  further  cuts  in  the  Center's  budget  would  require 
restriction  of  the  call  area  to  reduce  the  service  volume  to  a  level  that  could  be  safely  handled 
by  the  funded  level  of  staffing.  This  would  leave  a  large  portion  of  the  state  of  Michigan 
without  poison  control  center  services. 

As  a  result  of  the  funding  cutbacks  three  years  ago,  the  Poison  Control  Center  has  been  forced 
to  curtail  public  education  and  outreach  services  and  discontinue  the  toll  free  800  public  access 
number  in  order  to  preserve  the  telephone  triage  and  consultation  services.  There  also  has  been 
less  time  to  maintain  the  special  library  and  resource  files  required  by  the  Center.  The  Center 
continues  to  operate  without  an  800  number  so  that  all  calls  to  the  Center  from  outside  the 
immediate  zone  are  toll  calls. 

It  isn't  necessary  to  guess  what  the  impact  would  be  on  the  health  care  system  in  Michigan  if 
the  Poison  Control  Center  was  forced  to  close.  In  addition  to  the  immediate  threat  to 
individuals  exposed  to  toxic  substances,  three  independent  recent  studies  in  three  separate  states 
have  documented  the  increase  in  emergency  department  utilization  and  hospital  admissions 
that  result  with  poison  control  center  closure.  It  is  obvious  from  this  information  that 
termination  of  poison  control  services  in  the  State  of  Michigan  would  have  a  profound  impact 
on  the  cost  of  health  services  throughout  the  state  as  well  as  on  the  quality  of  health  services 
for  the  people  of  Michigan. 

The  Poison  Control  Center  provides  an  indispensable  public  health  service  that  should  be 
maintained  through  a  stable  public  funding  mechanism,  not  by  a  single  children's  hospital. 
Since  this  is  a  public  health  service,  it  should  be  funded  through  mechanisms  similar  to  those 
used  to  fund  other  public  health  services.  I  would  suggest  that  the  basic  funding  for  this  service 
should  be  shared  by  the  State  and  Federal  Governments.  The  exact  mechanism  of  funding 
could  take  several  forms.  An  attractive  approach  in  the  State  of  Texas  has  been  to  combine  the 
Poison  Control  Center  Network  with  the  911  system.  Authorization  language  in  Federal 
legislation  to  encourage  this  type  of  approach  would  undoubtedly  facilitate  its  development  and 
implementation  at  the  State  level.  Another  possible  approach  would  be  to  provide  designated 
disproportionate  share  hospital  reimbursement  through  medicare  and  medicaid  to  hospitals 
who  provide  and  maintain  certified  regional  poison  control  centers.  Whatever  form  Federal 
participation  takes,  it  should  serve  to  enhance  stability  and  standardization  of  funding  for 
regional  poison  control  centers  nation  wide  so  this  service  is  available  to  the  entire  population. 
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Again,  I  sincerely  appreciate  the  opportunity  to  communicate  to  the  Subcommittee  the 
importance  as  well  as  the  vulnerable  position  of  the  Regional  Poison  Control  Center  at 
Children's  Hospital  of  Michigan. 

I  will  be  happy  to  respond  to  questions. 
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Mr.  Towns.  Thank  you  very  much,  Dr.  Kauffman. 
Dr.  Litovitz. 

STATEMENT  OF  TOBY  L.  LITOVITZ,  M.D„  DIRECTOR,  NATIONAL 
CAPITAL  POISON  CENTER,  WASHINGTON,  DC 

Dr.  LrrovrTZ.  Good  morning.  I  am  Dr.  Toby  Litovitz,  director  of 
the  National  Capital  Poison  Center,  a  certified  regional  poison  cen- 
ter and  the  only  center  serving  the  3.4  million  residents  of  the 
Washington,  DC,  metro  area.  I  am  also  past  president  of  the  Amer- 
ican Association  of  Poison  Control  Centers.  I  thank  you  for  the  op- 
portunity to  speak  this  morning. 

The  National  Capital  Poison  Center  at  Georgetown  University 
Hospital  was  scheduled  to  close  on  February  28.  On  March  1,  the 
panicked  mother  of  a  poisoned  child  would  nave  heard  the  follow- 
ing message  when  she  called  the  center  for  guidance.  The  National 
Capital  Poison  Center  is  closed.  For  assistance,  if  you  are  calling 
from  Virginia,  press  2.  If  you  are  calling  from  Maryland,  press  3. 
If  you  are  calling  from  DC,  press  4."  If  you  had  pressed  4,  tne  mes- 
sage would  have  been,  "There  is  no  poison  center  designated  or 
funded  to  serve  the  residents  of  the  District  of  Columbia."  Callers 
would  have  been  instructed  to  take  poisoned  patients  to  the  closest 
emergency  department,  by  ambulance  if  necessary. 

Fortunately,  the  recording  was  never  implemented.  An  llth-hour 
community  effort  to  rally  funding  for  4  additional  months  of  service 
provided  a  last-minute  reprieve.  At  this  moment,  however,  funds  to 
keep  the  center  open  beyond  June  1994  have  not  been  identified. 

Tne  first  eight  callers  on  March  1,  who  would  have  received  this 
message,  instead  could  be  reassured.  Home  management  was  all 
that  was  needed,  no  costly  emergency  department  visit  or  ambu- 
lance transport  was  required.  These  callers  included: 

The  father  of  a  20-month-old  girl  who  sucked  on  a  Gyne-Lotrimin 
applicator.  Observation  was  sufficient;  an  adult  who  mistakenly 
swallowed  dilute  hydrogen  peroxide  thinking  it  was  water.  Dilution 
with  fluids  was  ail  that  was  needed;  the  mother  of  a  15-month-old 
boy  who  spilled  and  possibly  swallowed  Clorox.  The  mother  at  work 
and  babysitter  at  home  were  teleconferenced.  The  treatment,  fluids 
at  home;  the  mother  of  a  2-year-old  girl  who  swallowed  up  to  2 
ounces  of  Dimetapp  elixir.  Ipecac  was  given  at  home,  causing  the 
child  to  vomit. 

As  the  day  progressed,  the  cases  became  more  serious — a  suicidal 
young  adult,  an  occupational  chemical  injury,  a  hazardous  mate- 
rials spill,  a  comatose  teenager.  In  each  of  tnese  cases,  the  center 
provided  treatment  recommendations  to  health  professionals  man- 
aging the  patient. 

Since  1980,  the  National  Capital  Poison  Center  has  assisted 
about  half  a  million  callers  on  its  emergency  phone  lines  without 
financial  assistance  from  the  Federal  Government  or  any  local  gov- 
ernment. The  private  hospital  which  primarily  funded  the  center  is 
no  longer  able  to  do  so. 

So  the  National  Capital  Poison  Center  is  being  slowly  strangled. 
Staffing  is  down  to  six  certified  specialists  to  provide  around-the- 
clock  coverage,  down  from  nine  just  1  year  ago.  There  can  be  no 
staff  vacations.  The  center's  toxicologist  educator  now  has  little 
time  to  teach  poison  prevention  to  parents  and  child  care  providers. 
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One  part-time  administrative  assistant  is  attempting  to  fill  two  po- 
sitions. Staff  stress  is  at  a  peak,  generated  by  job  uncertainty,  in- 
adequate coverage,  and  the  emotional  roller  coaster  of  a  narrowly 
averted  layoff.  As  medical  director,  I  am  fundraising  on  nearly  a 
full-time  basis.  This  leaves  little  time  or  no  time  for  quality  assur- 
ance, training,  backup,  surveillance,  clinical  consultations,  or  clini- 
cal research. 

It  is  clear  that  the  National  Capital  Poison  Center  will  close  at 
the  end  of  June  if  a  new  home  and  stable  funding  are  not  in  place. 
In  my  opinion,  it  is  the  responsibility  of  the  Federal  Government 
to  assure  access  to  poison  control  centers  by  all  U.S.  residents,  not 
just  those  residents  of  more  progressive  States. 

The  United  Nations  has  recognized  the  importance  of  poison  con- 
trol centers  in  every  nation  through  a  resolution  targeted  to  fledg- 
ling developing  countries,  yet  the  capital  of  this  great  Nation  is 
likely  to  have  no  poison  control  services  in  less  than  4  months' 
time. 

Thank  you. 

[The  prepared  statement  of  Dr.  Litovitz  follows:] 
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National  Capital  Poison  Center  Status  Report: 
Continued  Service  Remains  Threatened 

Submitted  by: 

Toby  Utovitz,  MD 

Director 

National  Capital  Poison  Center 

3800  Reservoir  Road,  NW 

Washington,  DC  20007 

The  content  of  this  statement  reflects  the  opinions  of  the  author  and 
does  not  necessarily  reflect  the  position  of  Georgetown  University. 

March  11,  1994 


The  National  Capital  Poison  Center  was  scheduled  to  close  on  February  28,  1 994. 

On  March  1 ,  the  panicked  mother  of  a  poisoned  child  would  have  heard  the  following  message 
when  she  called  the  center  for  guidance: 

"The  National  Capital  Poison  Center  is  closed.  For  assistance: 
if  you  are  calling  from  Virginia,  press  2. 
if  you  are  calling  from  Maryland,  press  3. 
if  you  are  calling  from  DC,  press  4." 

If  you  pressed  4 the  message  would  have  been: 

"There  is  no  poison  center  designated  or  funded  to  serve  the  residents  of  the  District  of 
Columbia."  Callers  would  have  been  instructed  to  take  poisoned  patients  to  the  closest 
emergency  department,  by  ambulance  if  necessary. 

Fortunately,  the  recording  was  never  implemented.  An  eleventh-hour  community  effort  to  rally 
funding  for  four  additional  months  of  service  provided  a  last  minute  reprieve.  Pressure  was 
brought  to  bear  at  all  levels  of  the  Georgetown  University  leadership  to  give  the  community 
additional  time  to  secure  a  permanent  future  for  the  Center.  At  this  moment,  however,  funds  to 
keep  the  center  open  beyond  June  1 994  have  not  been  identified. 

The  first  eight  callers  on  March  1  who  would  have  received  this  message  were  reassured.  Home 
management  was  all  that  was  needed;  no  costly  emergency  department  visit  or  ambulance 
transport  was  required.  These  callers  included: 

The  father  of  a  20-month-old  girl  called  because  his  daughter  sucked  on  a  Gyne- 
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Lotrimin™  applicator.  Observation  was  sufficient. 

The  owner  of  a  cocker  spaniel  who  got  into  3  Children's  Tylenol  Cold  Chewables™.       J 
Peroxide  was  used  at  home  to  induce  vomiting. 
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An  adult  who  mistakenly  swallowed  dilute  hydrogen  peroxide  thinking  it  was  water. 
Dilution  with  fluids  was  all  that  was  needed. 

The  mother  of  a  15-month-old  boy  who  spilled  and  possibly  swallowed  Clorox™  at  the 
babysitter's.  The  child  gagged  a  bit,  but  did  not  vomit.  The  mother,  at  work,  and 
babysitter,  at  home,  were  teleconferenced.  Fluids  were  given  at  home. 

The  mother  of  an  18-month-old  boy  who  touched  a  canister  of  pesticide  used  by  an 
exterminator.  Washing  the  skin  at  home  was  sufficient  treatment. 

The  mother  of  a  4-year-old  boy  who  brushed  his  teeth  with  Tinactin™  cream  instead  of 
toothpaste.  Observation  at  home  was  adequate. 

The  mother  of  a  2-year-old  girl  who  swallowed  up  to  2  ounces  of  Dimetapp  Elixir™. 
Ipecac  was  given  at  home,  causing  the  child  to  vomit.  No  symptoms  developed. 

An  1 8-month-old  boy  ate  up  to  4  Imodium™  capsules.  Ipecac  was  given  at  home,  causing 
vomiting.   No  symptoms  developed. 

As  the  day  progressed,  the  cases  became  more  serious:  a  suicidal  young  adult,  an  occupational 
chemical  injury,  a  hazardous  materials  spill,  a  comatose  teenager.  In  each  of  these  cases,  the 
center  provided  treatment  recommendations  to  health  professionals  managing  the  patient. 

Background 

Before  1980,  the  Washington  metropolitan  area  was  served  by  a  small,  non-certified,  inadequately 
staffed  poison  center  located  in  the  Emergency  Department  at  Children's  National  Medical  Center. 
Non-health  professionals  responded  to  calls  until  midnight  daily,  no  toxicologist  provided 
supervision  or  backup,  and  no  public  or  professional  education,  record-keeping  or  product 
surveillance  was  done.  In  the  late  1970's  community  leaders  and  health  professionals  began  to 
take  steps  to  bring  poison  control  services  in  the  nation's  capital  up  to  the  level  of  national 
standards  for  certified  regional  centers.  Although  eager  to  achieve  such  a  service  level. 
Children's  National  Medical  Center  was  unable  to  find  the  funds  to  improve  the  service.  With  the 
urging  of  the  Washington  Metropolitan  Council  of  Governments  and  the  now-defunct  National 
Poison  Center  Network,  Georgetown  University  Hospital  agreed  to  assume  responsibility  for  the 
center  after  attempts  to  form  a  consortium  of  sponsoring  hospitals  failed.  In  October  1980,  after 
7  nurses  were  hired  and  trained,  the  phone  lines  were  transferred  from  Children's  to  Georgetown. 

Over  the  next  year,  the  center  staff  developed  sophisticated  resources  and  gained  considerable 
expertise,  and  the  center  was  certified  by  the  American  Association  of  Poison  Control  Centers  in 
1981.  The  call  volume  soon  doubled  as  area  health  professionals  came  to  rely  on  the  service 
for  patient  management  guidance  and  community  education  efforts  led  to  increased  awareness 
and  public  utilization  of  the  center.  Additional  staffing  was  required,  with  double  coverage 
implemented  during  the  peak  daytime  hours  (10  am  to  10  pm).  Local  nursing  salaries  rose 
dramatically  causing  a  parallel  rise  in  the  center's  budget.  The  center's  1993-94  budget 
approaches  $1.1  million  and  is  comprised  predominantly  of  personnel  costs.  The  highly  trained 
health  professionals  who  staff  the  phones  are  all  nationally  certified  specialists  in  poison 
information,  allowing  the  community  access  to  information  they  can  trust.   Indeed,  there  would 
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be  little  utility  in  offering  poison  control  services  which  the  public  and  health  professionals  could 
not  confidently  rely  on. 

Services  Provided 

The  National  Capital  Poison  Center  serves  the  3.4  million  individuals  in  the  Washington 
metropolitan  area.  The  center  currently  provides  telephone  management  for  34,545  poison 
exposures  annually  in  the  District  of  Columbia,  Montgomery  and  Prince  George's  Counties  in 
Maryland,  and  the  Virginia  cities  and  counties  of  Arlington,  Alexandria,  Fairfax,  Loudoun,  Prince 
William,  Falls  Church,  Manassas  and  Manassas  Park.  The  two  Maryland  counties  are  co-served 
with  the  Maryland  Poison  Center;  68%  of  the  reported  poisoning  exposures  arising  from  these  two 
counties  are  handled  by  the  National  Capital  Poison  Center.  Of  the  34,545  poison  exposures, 
32,515  are  human  poison  exposures;  the  remainder  are  animal  victims. 

Geographic  Distribution  of  poison  exposure  calls  handled  by  the  National  Capital  Poison  Center 
(1992): 


Maryland 

29.0% 

10,010 

DC 

17.5% 

6,054 

Virginia 

49.8% 

17,204 

Out  of  Region 

3.7% 

1,277 

Total  34,545 


In  addition  to  managing  poison  exposure  calls  in  the  region,  the  center  provides: 

1)  poison  prevention  through  community  classes,  health  fairs,  materials  distributed  to 
center  users,  and  print  and  electronic  media; 

2)  improved  care  for  poisoned  patients  through  professional  education  in  poisoning 
management  provided  to  health  professional  students  (nursing,  pharmacy,  and  medical 
students);  emergency  medical  technicians;  paramedics;  residents  in  pediatrics,  emergency 
medicine  and  internal  medicine;  intensive  care  unit  and  emergency  department  nurses; 
and  emergency  medicine,  pediatrics,  and  primary  care  physicians; 

3)  safer  consumer  products  through  a  rigorous  program  of  hazard  surveillance,  monitoring 
local  and  national  poison  exposures  to  identify  unduly  hazardous  products,  alerting 
regulatory  agencies  and  manufacturers,  and  urging  reformulation,  repackaging,  recall,  or 
product  banning; 

4)  improved  patient  outcome  by  providing  a  source  of  expert  toxicology  information  for 

a)  health  professionals  managing  poisoned  patients,  minimizing  therapeutic  errors 
and  guiding  expeditious  treatment: 

b)  parents  seeking  first  aid  recommendations  and  guidance  on  the  need  for 
intervention  by  health  care  professionals; 

c)  pregnant  women  attempting  to  prevent  adverse  fetal  consequences  from 
occupational,  chemical,  or  drug  exposures; 
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d)  hazardous  materials  response  personnel  attempting  to  avoid  unsafe  exposures 
to  the  population  at  large  as  well  as  to  response  personnel  themselves; 

e)  parents  suspecting  possible  drug  abuse  by  their  children;  and 

f)  school  nurses  managing  accidental  or  suicidal  exposures  at  school  or  suspected 
drug  abuse  cases; 

5)  decreased  health  care  costs  by  eliminating  unnecessary  and  expensive  emergency 
department  visits  and  ambulance  transports.  Fees  for  a  poisoning  visit  at  typical  local 
emergency  departments  begin  at  $185  for  minimal  care  and  are  usually  over  $400  for 
more  extensive,  often  unnecessary  evaluation  or  monitoring  rendered  when  the  poison 
center  is  not  contacted  (or  has  closed!).  When  not  obviously  life-threatening,  911  calls 
about  poisonings  are  patched  to  the  poison  center  to  determine  whether  ambulance 
dispatch  is  necessary.  Often  the  center  is  able  to  provide  home  management  advice 
directly  to  the  patient,  and  neither  dispatch  nor  transport  is  required.  Considering,  for 
example,  Fairfax  County,  Virginia's  $431  cost  of  dispatching  an  engine  when  the  closest 
ambulance  is  out,  $663  cost  of  dispatch  and  transport  for  a  basic  unit  and  $827  for  a 
medic  unit,  the  poison  center  obviously  plays  a  role  in  curtailing  emergency  medical 
services  (EMS)  costs. 


The  Funding  Crisis 

Nearly  80%  of  the  center's  $1.1  million  dollar  annual  budget  has  been  borne  by  Georgetown 
University  Hospital.  Indeed,  Georgetown  has  contributed  over  $10  million  to  the  service  during 
the  1 3Vi  years  it  has  funded  the  operation.  The  center  has  received  virtually  no  governmental 
support,  with  the  exception  of  a  $30,000  start-up  EMS  block  grant  provided  through  the 
Washington  Metropolitan  Council  of  Governments  in  1 980. 

In  the  spring  of  1993,  Georgetown  University  Hospital  announced  major  programmatic  cuts  and 
staff  layoffs  to  offset  a  12  million  dollar  budget  overrun  projected  for  FY'94.  By  late  May  it  was 
evident  that  the  poison  center  was  to  be  part  of  those  cuts,  although  instead  of  cutting  funding 
to  the  center  abruptly  in  July  1993,  the  hospital  elected  to  provide  funding  for  the  first  half  of  the 
fiscal  year  (through  the  end  of  December  1993).  On  June  11,  Georgetown  University  Hospital 
publicly  announced  its  intention  to  close  the  center  at  the  end  of  1 993  if  another  source  of  funding 
was  not  in  place. 

In  August  1993,  an  appeal  for  broad-based  community  support  was  distributed.  Each  hospital 
in  the  region  served  by  the  center  was  asked  to  contribute  $10,000  annually  to  the  center's 
operation.  Maryland  hospitals  were  asked  for  a  lesser  amount  ($5,000)  as  they  also  had  access 
to  the  Maryland  Poison  Center  at  the  University  of  Maryland  School  of  Pharmacy  in  Baltimore. 
Each  health  insurer,  HMO  and  PPO  was  asked  to  contribute  4c  per  subscriber  to  cover 
operations  from  January  through  June  1994.  In  addition,  each  local  jurisdiction  (county  or  city) 
was  asked  for  a  contribution  of  8c  per  resident  for  poison  center  funding  for  this  same  interval. 

The  response  was  dismal.  Of  the  appeals  to  local  jurisdictions,  none  offered  support.  Of  the 
appeals  to  40  hospitals,  8  offered  support,  totalling  $70,000.  (An  additional  $20,000  was  offered 
by  two  Federal  facilities,  DeWitt  Army  Hospital  and  Walter  Reed  Army  Medical  Center,  //  the 
center  could  guarantee  that  it  would  continue  to  provide  the  service  through  September  1 994;  and 


58 


$15,000  was  promised  by  two  private  hospitals  in  DC  //  all  hospitals  in  the  region  agreed  to 
contribute.)  Of  the  appeals  to  41  health  insurers  and  HMOs,  6  contributed  a  total  of  $25,567. 
Some  private  contributions  from  individuals  and  corporations  were  forthcoming,  bringing  the  total 
raised  to  nearly  $190,000. 

The  funds  raised  were  sufficient  to  keep  the  poison  center  open  through  February.  Thus,  in  late 
November,  Georgetown  made  plans  to  close  the  poison  center  on  February  28,  1994.  Nine 
poison  center  staff  members  were  given  lay-off  notices.  One  staff  member  resigned.  The  others, 
committed  to  their  work,  decided  to  stay  to  the  end.  The  press,  local  jurisdictions  and  local  health 
care  facilities  were  notified  in  early  December. 

An  outpouring  of  community  interest  followed still  with  no  dollars  attached.  Calls  and  letters 

rolled  in  to  the  poison  center,  the  medical  center,  legislators,  and  the  University  President's  Office. 
The  resounding  themes  from  the  public,  pediatricians,  emergency  medical  technicians,  hazardous 
materials  response  personnel,  hospital  emergency  departments  and  intensive  care  units  were: 
"How  can  we  manage  without  you?"  and  "You  can't  close." 

In  early  January  the  Georgetown  University  Medical  Center  leadership  convened  a  group  of 
interested  citizens  (those  who  had  called  to  offer  their  assistance)  and  outlined  the  predicament, 
provided  background  data,  and  called  for  community  support  and  solutions  to  this  crisis.  These 
individuals,  and  others  later  identified,  served  as  a  core  community  group  willing  to  work  to  keep 
the  center  alive.  Included  were  DC  Safe  Kids  Coalition,  foundation  directors,  representatives  from 
trade  associations,  corporate  leaders,  attorneys,  and  wealthy  individuals  within  the  community. 
These  individuals  then  proceeded  to  orchestrate  considerable  media  and  legislative  attention,  and 
directed  contributions  to  the  center.  The  Georgetown  leadership  made  it  clear  to  this  group  that 
it  believed  this  type  of  service  appropriately  belonged  in  the  public  sector  where  secure  funding 
could  and  should  be  established. 

In  many  ways,  funding  for  the  National  Capital  Poison  Center  was,  and  continues  to  be, 
hampered  by  the  center's  service  of  three  jurisdictions  (suburban  Maryland,  northern  Virginia,  and 
the  District  of  Columbia).  Cooperative  funding  efforts  through  the  Washington  metropolitan 
Council  of  Governments  initially  met  with  no  support,  although  renewed  interest  has  been 
expressed  at  this  level. 

By  mid-January,  poison  center  funding  legislation  had  begun  to  take  shape  in  Virginia.  Despite 
three  years'  effort  through  Virginia's  Office  of  Emergency  Medical  Services,  and  approval  of  a 
statewide  plan  for  poison  centers  by  Health  Care  for  all  Virginians,  the  legislators  chose  to 
address  the  highly-publicized  crisis  affecting  service  to  northern  Virginia  and  ignore  the  less  well 
publicized  inadequacies  in  the  rest  of  the  state.  Indeed,  43%  of  Virginians  are  currently  served 
by  a  noncertified  poison  center  (the  Virginia  Poison  Center  at  the  Medical  College  of  Virginia  in 
Richmond).  The  Blue  Ridge  Poison  Center  (at  the  University  of  Virginia  in  Charlottesville), 
although  certified,  still  underserves  its  region,  handling  only  5  calls  per  1 ,000  population  compared 
to  a  national  mean  of  1 0.6  and  aspired  level  of  1 5.  Both  of  these  centers  were  also  in  desperate 
need  of  an  infusion  of  funds  to  improve  their  level  of  service  and  sever  the  link  of  poison  center 
funding  from  patient  care  revenues.  Thus  two  funding  amendments  have  been  introduced  in  the 
Virginia  legislature:  the  House  version  provides  $120,000  in  FY'94  and  $360,000  in  FY'95  and  the 
Senate  version  provides  $99,000  in  FY'94  and  only  $298,000  in  FY'95.  Presumably  a 
compromise  will  be  reached  and  a  final  amount  agreed  upon  by  the  end  of  the  legislative  session 
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(March  13,  1994).  It  is  noteworthy  that  neither  amount  approaches  the  amount  required  by  the 
National  Capital  Poison  Center  for  service  to  Northern  Virginia  ($550,000  annually),  and  even  if 
only  one  of  these  amendments  is  approved,  the  center  will  have  to  scramble  to  obtain  additional 
private  funds  to  close  the  gap.  Furthermore,  the  funds  are  appropriated  not  to  the  National 
Capital  Poison  Center,  but  to  the  University  of  Virginia.  Nonetheless,  the  University  of  Virginia 
has  committed  (in  writing)  to  providing  100%  of  the  funds  to  the  National  Capital  Poison  Center 
if  the  center  remains  open. 

Progress  in  Maryland  was  initially  hampered  by  the  "Maryland  will  serve  Maryland"  attitude. 
However,  over  the  past  few  weeks  it  has  become  evident  that  there  is  considerable  support  in  the 
legislature  for  funding  of  the  National  Capital  Poison  Center  by  Maryland.  The  governor  has 
indicated  that  he  will  consider  adding  this  funding  to  his  supplemental  budget,  but  only  if  the 
legislature  approves  an  increase  in  the  cigarette  tax.  Thus  the  status  of  Maryland  funding  its 
share  of  the  center's  costs  may  not  be  resolved  until  mid-April. 

Finally,  the  District  of  Columbia  has  rejected  multiple  appeals  to  the  City  Council  and  the  Health 
Department  for  support.  As  final  budget  rounds  proceed  in  DC,  it  remains  possible  that  funds  will 
be  added  for  the  center,  however,  it  is  unlikely  that  long-term  continuous  support  will  be  obtained 
via  this  route.  A  move  is  afoot  in  DC  to  implement  a  telephone  surcharge,  and  the  Public 
Services  Commission  has  been  approached  regarding  this  possibility. 

With  these  legislative  efforts  in  progress,  the  leadership  of  Georgetown  University  challenged  the 
community  to  raise  $110,000  to  help  keep  the  center  open  through  the  end  of  June  1994. 
Pledged  contributions  from  WBIG  Radio,  the  Eugene  and  Agnes  E.  Meyer  Foundation,  the  Fannie 
Mae  Foundation,  the  Freddie  Mac  Foundation,  Kaiser  Permanente  and  Prince  Charitable  Trusts 
were  in  place  by  the  afternoon  of  February  28.  Indeed  it  was  truly  a  last-minute  reprieve.  These 
community  funds,  combined  with  monies  from  the  Virginia  budget  amendment  and  a  contribution 
from  Georgetown  will  pay  for  the  next  4  months  of  operation.  The  reprieve  was  granted  only  to 
allow  time  to  restructure  the  center  and  secure  stable  funding. 

A  Slow  Death 

The  National  Capital  Poison  Center  is  being  slowly  strangled.  Staffing  is  down  to  six  certified 
specialists  on  the  phones  (down  from  nine  specialists  just  one  year  ago).     Coverage  is 

thin stretched  beyond  a  safe  level.    There  can  be  no  staff  vacations.    Due  to  the  funding 

uncertainties,  the  center's  toxicologist/educator  is  currently  also  working  as  Administrator  for  the 
American  Association  of  Poison  Control  Centers,  leaving  little  time  for  public  education  in  the 
region.  A  single  Administrative  Assistant  is  covering  both  the  National  Capital  Poison  Center  and 
the  American  Association  of  Poison  Control  Centers  (filling  two  positions  with  only  0.8  effort). 
Staff  stress  is  at  a  peak,  with  a  combination  of  job  uncertainty  and  inadequate  coverage.  The 
most  recent  layoff  was  averted  only  on  the  afternoon  of  the  scheduled  layoff.  Georgetown 
University  Hospital,  which  in  December  had  made  its  plans  to  close  the  center,  is  now  faced  with 
scheduled  renovations  and  must  move  the  poison  center  to  a  temporary  location  until  June.  What 
happens  after  June  remains  undetermined.  All  these  factors  have  generated  an  emotional  roller- 
coaster.  Furthermore,  the  center's  medical  director  is  fundraising  on  nearly  a  full-time  basis, 
attempting  to  stabilize  the  center's  future,  and  leaving  little  or  no  time  for  quality  assurance, 
training,  backup,  surveillance,  clinical  consultations,  or  clinical  research. 
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Finally,  it  is  clear  that  the  National  Capital  Poison  Center  will  close  at  the  end  of  June  if  a  new 
home  and  stable  funding  are  not  in  place. 

Federal  Responsibility 

In  my  opinion,  it  is  the  responsibility  of  the  Federal  government  to  assure  access  to  poison  control 

centers  by  all  U.S.  residents not  just  those  residents  of  more  progressive  states.  I  do  not  have 

a  position  on  whether  that  responsibility  is  best  fulfilled  by  direct  federal  funding  or  by  a  federal 
mandate  to  the  states. 

The  United  Nations  has  recognized  the  importance  of  poison  control  centers  in  every  nation 
through  a  resolution  urging  development  and  support  of  such  centers  by  every  country.  Indeed, 
this  resolution  was  targeted  to  fledgling,  developing  nations.  Yet  the  capital  of  this  great  nation 
is  likely  to  have  no  poison  control  services  in  less  than  4  months  time! 
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Toby  L.  Litovitz,  MD 

Dr.  Litovitz  is  Director  of  Georgetown  University's  National  Capital  Poison  Center,  and  as  such 
is  responsible  for  the  development,  operations  and  medical  backup  for  the  regional  poison  center 
serving  the  Washington  metropolitan  area.  She  is  a  board-certified  medical  toxicologist  and 
emergency  physician,  and  a  professor  of  emergency  medicine  at  the  Georgetown  University 
School  of  Medicine.  For  the  past  decade,  Dr.  Litovitz  has  coordinated  the  Toxic  Exposure 
Surveillance  System  (TESS),  a  project  of  the  American  Association  of  Poison  Control  Centers  and 
the  only  national  surveillance  system  for  poison  exposures.  This  database  contains  more  than 
1.8  million  poisoning  cases  annually.  She  is  the  immediate  past  president  of  the  American 
Association  of  Poison  Control  Centers.  Her  special  interests  include  hazard  surveillance  in  the 
home  and  environment,  investigation  of  new  antidotes  (e.g.  intravenous  N-acetylcysteine), 
epidemiology  of  analgesic  poisonings,  and  clinical  and  mechanistic  factors  in  button  battery 
ingestions. 
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Mr.  Towns.  Thank  you. 
Dr.  Krenzelok. 


STATEMENT  OF  EDWARD  P.  KRENZELOK,  PharmX).,  DIRECTOR, 
PITTSBURGH  POISON  CENTER,  CHILDREN'S  HOSPITAL  OF 
PITTSBURGH 

Dr.  Krenzelok.  Good  morning,  Mr.  Chairman,  members  of  the 
subcommittee.  Thank  you  very  much  for  this  opportunity  to  testify 
on  behalf  of  the  Pittsburgh  Poison  Center  and  Children  s  Hospital 
of  Pittsburgh.  I  might  mention,  Mr.  Towns,  that  you  mentioned  Mr. 
Yuk  in  your  press  release.  The  Pittsburgh  Poison  Center  is  the 
founder  of  Mr.  Yuk,  and  he  is  still  alive  and  well,  but  we  certainly 
have  to  curtail  some  of  his  activities. 

I  have  heard  some  very  compelling  information  about  poison  pre- 
vention, poison  centers,  from  my  colleagues  and  from  the  lay  people 
that  have  testified  before  you  so  far  today.  These  are  challenges 
that  are  common  to  all  poison  centers.  These  are  things  that  we  en- 
counter on  a  daily  basis.  These  are  challenges,  of  course,  that  the 
lay  public  is  encountering  as  well. 

I  really  don't  think  that  they  need  any  more  embellishment.  You 
have  called  the  hearing;  you  really  know  what  is  going  on.  What 
I  would  like  to  do  for  just  a  minute  or  so  is  to  give  you  an  idea 
of  why  these  problems  are  occurring,  at  least  my  view  of  why  some 
of  these  problems  are  occurring. 

First  of  all,  people  don't  really  understand  poison  centers.  They 
don't  understand  the  benefits.  They  don't  understand  that  at  the 
heart  of  it  all,  we  are  saving  lives.  We  are  decreasing  morbidity 
and  mortality.  The  bottom  line  of  it,  we  are  saving  dollars  as  well, 
and  I  will  talk  about  that  more  in  a  few  minutes. 

The  other  thing  that  people  don't  understand  is  that  poison  cen- 
ters are  very  labor  intensive.  You  know,  we  operate  24  hours  a  day, 
7  days  a  week,  every  day  of  the  year,  because  poisonings  occur 
every  hour  of  the  day.  I  have  a  staff  of  18.  They  are  not  all  working 
at  the  same  time,  but  they  are  answering  calls  24  hours  a  day.  It 
is  very,  very  labor  intensive.  They  took  67,000  poisoning  emergency 
calls  last  year.  So  we  are  very  busy. 

The  other  feature  that  really  puts  us  under  the  economic  micro- 
scope is  the  fact  that  we  don't  generate  revenue.  We  are  not  like 
a  regular  business.  So  hospitals  now,  as  you  have  heard  from  my 
colleagues,  are  really  scrutinizing  who  we  are,  what  we  are,  "Gee, 
you  are  not  contributing  to  the  operation  of  the  hospital."  So  we  are 
really  under  that  microscope  right  now. 

Now,  what  I  would  like  to  do  is  just  to  tell  you  a  little  bit  about 
what  has  happened  in  Pennsylvania.  In  1993,  as  I  said,  we  had 
67,000  actual  poisoning  emergencies  that  we  responded  to.  That 
was  a  16,000-case  increase  over  the  previous  year.  Why?  Because 
four  of  the  seven  poison  centers  in  Pennsylvania  closed.  And  this 
was  a  direct  consequence  of  the  fact  that  our  State  funding  has 
been  inconsistent. 

Now.  State  funding  has  never  been  something  that  we  have  all 
been  able  to  operate  on.  We  have  really  had  to  rely  upon  our  spon- 
soring institutions.  But  back  a  couple  of  years  ago,  there  was 
money  appropriated,  but  because  of  Pennsylvania's  financial  dif- 
ficulties, they  had  to  put  the  money  into  budgetary  reserve;  the 
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money  was  never  distributed  to  poison  centers.  That  basically  was 
the  nail  in  the  coffin  that  made  all  these  poison  centers  close. 

So  there  are  three  of  us  left  performing  this  type  of  responsibil- 
ity. We  are  in  the  legislative  budget  this  year,  but  you  never  know. 
Last  year,  our  funding  for  the  last  fiscal  year,  we  got  our  check  2 
weeks  ago.  It  is  kind  of  hard  to  operate  a  business  if  you  are  not 
getting  paid  for  IV2  years.  This  is  what  is  happening  to  poison  cen- 
ters as  well.  The  Governor  has  put  us  in  his  budget  this  year,  but 
who  knows  what  will  happen  because  of  budgetary  negotiations.  So 
what  you  can  see  is  that  it  is  very  difficult.  It  is  a  constant  stress 
and  strain  to  fund  a  poison  center. 

We  tried  to  do  some  things  to  diversify  our  funding  base,  to  kind 
of  spread  it  out  just  a  little  bit  so  that  if  one  source  disappears, 
maybe  it  is  not  our  Armageddon.  We  provide  service  to  business 
ana  industry.  We  are  the  poison  center  for  many  major  industries 
that  you  would  recognize  certainly.  That  helps  take  up  part  of  our 
burden.  We  charge  our  hospitals  in  our  western  Pennsylvania  area 
$3,300  a  year.  If  they  don't  join  and  if  they  call,  they  pay  $150  a 
case.  That  generates  almost  enough  revenue  to  help  keep  us  in  op- 
eration. 

We  have  also  tried  some  very  innovative  things.  We  have  a  very 
bright  young  registrar  of  wills  in  Allegheny  County  who  said,  "You 
know,  there  should  be  some  kind  of  a  user  tax  tnat  is  really  not 
much  of  a  user  tax."  And  he  came  up  with  the  idea  of  saying,  "Why 
don't  we  put  a  surcharge  on  birth  certificates."  Pennsylvania 
charge  for  birth  certificates  is  $4.  He  said,  "Let's  put  a  $3  sur- 
charge on  that,  introduce  the  legislation  via  Representative 
McNally." 

It  passed  in  the  House.  We  are  waiting  for  the  Senate  to  pass 
that  bill.  That  will  provide  about  $1.3  million  to  help  stabilize  the 
funding  of  the  three  poison  centers  in  Pennsylvania  and  take  some 
of  that  responsibility  away  from  the  State  and  help  us  out  with  the 
funding  dilemma  that  we  constantly  face. 

Now,  before  I  mentioned,  of  course  as  you  have  heard  throughout 
the  morning,  that  we  save  lives.  And  I  just  want  to  illustrate  how 
we  save  dollars  too.  We  have  a  study  that  we  conducted  that  will 
soon  be  published  in  "Clinical  Toxicology"  where  we  sent  out  sce- 
narios to  hospitals  in  our  area.  We  asked  people  who  called  the  poi- 
son center,  "What  would  you  do  if  the  poison  center  wasn't  there?" 
And  about  60  percent  said,  "We  would  take  them  to  emergency  de- 
partments." We  determined  that  this  would  be  about  a  $2  million 
impact  on  Medicaid  for  our  area  alone.  So,  in  closure,  we  do  save 
a  lot  of  money.  Private  insurers  would  have  been  tabbed  for  about 
$5  million  to  $7  million.  But  one  thing  I  find  kind  of  ironic.  Presi- 
dent Clinton's  Health  Security  Act  really  focuses  on  prevention,  I 
think,  as  a  main  issue.  Poison  centers  prevent  poisonings.  Thev 
prevent  unnecessary  hospitalizations.  They  save  us  countless  dol- 
lars and,  most  importantly,  decrease  morbidity  and  mortality.  Yet 
this  very  important  prevention  tool  is  in  danger  of  being  lost. 

So  I  thank  you  for  the  opportunity  to  present  these  comments  to 
you  this  morning,  and  again,  I  would  be  pleased  to  answer  ques- 
tions at  the  conclusion  of  this  testimony. 

[The  prepared  statement  of  Dr.  Krenzelok  follows:] 
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Mr.  Chairman  and  Members  of  the  Subcommittee,  I  want  to  thank  you  for  the 
opportunity  to  appear  before  you  today  to  testify  on  behalf  of  the  Pittsburgh  Poison  Center  at 
Children's  Hospital  of  Pittsburgh.  The  Pittsburgh  Poison  Center  is  one  of  the  busiest  poison 
centers  in  the  United  States  and  one  of  only  38  poison  centers  certified  by  the  American 
Association  of  Poison  Control  Centers. 

The  Pittsburgh  Poison  Center  was  created  in  1971  and  is  the  founder  of  the  scowling 
green  face  of  the  widely  recognized  Mr.  Yuk  sticker.  This  warning  symbol  tells  small  children, 
"Do  Not  Touch,"  and  the  Mr.  Yuk  poison  prevention  program  is  used  in  the  United  States  and 
abroad  to  teach  children  about  poisons  and  to  create  awareness  among  adults  by  providing  the 
name  and  telephone  number  of  the  local  poison  center.  This  national  and  international  program 
has  been  adopted  by  the  City  of  Liverpool,  England,  and  interest  in  participating  in  the  Mr.  Yuk 
poison  prevention  program  has  been  expressed  by  Canada  and  Switzerland. 

The  Pittsburgh  Poison  Center  employs  a  full-time  staff  of  18  professionals  who  are  either 
certified  specialists  in  poison  information  or  clinical  toxicologists  and  our  center  provides 
24-hour  poison  information  throughout  the  year  to  those  individuals  residing  in  the  27  counties 
which  comprise  Western  Pennsylvania.  In  1993,  the  Poison  Center  managed  in  excess  of 
170,000  informational  calls,  of  which  66,527  were  actual  poisoning  emergencies. 

While  pediatric  cases  involving  children  under  six  years  of  age  comprise  sixty  percent 
of  our  poisoning  emergencies,  our  Center,  like  the  others  represented  here  today,  also  responds 
to  poison  exposure  calls  involving  adolescents,  adults,  drug  abusers,  accidental  household 
exposures,  occupational  exposures,  environmental  problems,  hazardous  materials  incidents,  and 
even  responds  to  those  exposures  involving  animals.  The  majority  of  these  poisonings  can  be 
characterized  as  being  accidental  and  as  occurring  in  the  home,  and  the  most  common  substances 
involved  include  household  cleaning  products,  analgesics,  cosmetics,  plants,  and  cough  and  cold 
preparations.  Fortunately,  given  the  highly  specialized  expertise  offered  by  our  staff,  over  84 
percent  of  the  pediatric  poisonings  in  the  region  served  by  the  Pittsburgh  Poison  Center  in  1993 
were  treated  successfully  at  home,  as  opposed  to  a  hospital  emergency  department. 

As  I  mentioned  earlier,  the  Pittsburgh  Poison  Center  provides  services  to  all  of  Western 
Pennsylvania,  a  broad  geographical  region  with  a  population  of  approximately  4  million,  and 
handles  close  to  SO  percent  of  all  poisoning  calls  in  the  state.  Once  a  call  involving  a  human 
exposure  to  a  toxic  substance  is  received,  our  specialists  utilize  their  experience,  training,  and 
sophisticated  poison  information  data  bases  to  make  a  recommendation  for  treatment.  If  a  patient 
is  in  need  of  medical  treatment,  the  patient  is  then  referred  to  one  of  our  75  affiliated  member 
hospitals,  where  the  emergency  department  staff  is  trained  to  handle  poisoning  emergencies. 
The  emergency  department  is  notified  of  the  patient's  impending  arrival,  and  a  recommendation 
for  appropriate  treatment  is  made  via  facsimile.  Once  the  patient  is  admitted,  the  poison  center 
remains  in  constant  communication  with  the  hospital  until  he  or  she  is  medically  released. 
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When  the  Pittsburgh  Poison  Center  first  began  23  years  ago,  it  managed  a  call  volume 
of  two  to  three  thousand  calls  per  year,  and  provided  its  services  to  residents  of  a  ten-county 
region,  less  than  half  of  that  of  our  present  service  area.  Originally,  the  Pittsburgh  Poison  Center 
was  joined  by  six  other  centers  in  Pennsylvania,  two  of  which  were  located  in  Western 
Pennsylvania,  two  in  Central  Pennsylvania  and  two  in  Eastern  Pennsylvania.  Since  1989,  these 
original  seven  centers  had  received  a  yearly  $1.5  million  appropriation  from  the  state.  Like 
many  other  poison  centers  in  the  United  States,  the  centers  in  Pennsylvania  have  relied  primarily 
upon  their  sponsoring  hospitals  and  the  state  government  for  funding. 

As  we  have  witnessed  the  dramatic  increase  in  health  care  costs  over  the  last  several 
years,  our  sponsoring  hospitals  have  experienced  spiraling  pressures  to  reduce  expenses,  and 
consequently,  many  now  have  a  reduced  ability  to  provide  financial  support  to  their  affiliated 
poison  centers.  Recently  in  Pennsylvania  we  have  seen  growing  evidence  of  the  financial 
struggles  which  regional  poison  centers  must  now  confront.  Over  the  last  two  and  one-half  years, 
we  have  witnessed  the  closing  of  four  of  the  state's  original  seven  poison  centers  as  a  direct 
result  of  the  funding  problems  which  are  being  experienced  by  centers  across  the  country.  Two 
of  these  centers  were  located  in  Western  Pennsylvania  and  their  closures  have  resulted  in  an 
almost  tripling  of  our  service  area,  from  10  to  27  counties.  Within  the  last  two  years,  our  poison 
emergency  cases  have  risen  from  40,000  to  over  65,000  cases.  This  increased  volume  has 
subsequently  resulted  in  our  assuming  additional  service  responsibilities  and  financial  burdens. 

While  the  Commonwealth  of  Pennsylvania  has  been  supportive  of  its  regional  poison 
centers,  it  has  also  experienced  its  share  of  financial  difficulties,  and  the  funding  of  poison 
centers  has  become  less  and  less  of  a  state  priority.  Although  the  state  has  historically  made  an 
annual  appropriation  to  support  us,  over  the  last  three  years,  state  subsidization  has  become  an 
inconsistent  source  of  funding.  For  example,  in  fiscal  year  1991-92,  a  $1.6  million  appropriation 
was  made  to  Pennsylvania's  poison  centers,  but  the  money  was  frozen  and  the  appropriation 
lapsed  due  to  the  state's  financial  circumstances.  In  fiscal  year  1992-93,  $1.5  million  was 
appropriated  and  placed  in  budgetary  reserve;  however,  it  was  only  after  numerous  meetings 
with  state  officials  and  countless  phone  calls  and  letters  to  our  legislators  that  the  state  agreed 
to  release  this  money  last  June,  before  the  close  of  the  fiscal  year.  We  just  received  our 
$338,000  allocation  from  that  particular  appropriation  two  weeks  ago. 

As  for  the  1993-94  fiscal  year,  a  $1  million  line  item  for  the  state's  remaining  three 
centers  was  approved  when  the  budget  was  passed  last  May,  and  we  are  still  awaiting  word  on 
the  status  of  this  funding.  This  year,  we  are  pleased  to  see  the  governor's  proposed  fiscal  year 
1994-95  budget  includes  a  $1  million  line  item  for  regional  poison  centers,  and  we  remain 
optimistic  that  the  state  legislature  will  include  this  money  in  any  budget  package  which  may 
ultimately  be  approved. 
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As  you  can  see,  we  have  been  fortunate  to  receive  some  state  funding;  however,  it  has 
not  been  done  without  a  constant  struggle.  The  Pittsburgh  Poison  Center  has  an  operating  budget 
of  $1.03  million  and  any  financial  support  we  receive  from  the  state  is  helpful,  but  we  cannot 
operate  our  center  on  $338,000  each  year.  Although  we  rely  upon  Children's  Hospital  of 
Pittsburgh  for  a  portion  of  our  operating  budget,  like  other  hospital  services,  we  have  also 
experienced  budgetary  and  expense  reductions.  Just  last  week,  my  administrator  requested  that 
I  reduce  my  projected  operating  budget  for  the  next  fiscal  year  by  an  additional  10  percent.  As 
you  can  imagine,  with  a  budget  which  primarily  consists  of  salary  and  telephone  expenses,  I  am 
at  a  loss  as  to  how  I  can  actually  accomplish  this  task. 

As  a  result  of  these  fiscal  constraints,  we  have  had  to  be  aggressive  in  seeking  other 
funding  sources.  One  of  our  challenges  has  been  to  diversify  our  funding  base  so  that  we  do  not 
have  to  exclusively  rely  upon  the  state  and  Children's  Hospital  for  our  support,  and  we  are  now 
able  to  also  rely  upon  several  of  our  major  national  business  and  industry  accounts  to  help  us 
sustain  the  life-saving  services  we  provide  as  a  community  resource. 

Like  others,  our  funding  plight  has  been  closely  followed  by  the  residents  of  our  region, 
and  has  been  chronicled  by  our  local  media.  In  addition,  we  have  been  fortunate  to  have  the 
work  of  the  Pittsburgh  Poison  Center  being  championed  by  several  of  our  local  legislators,  two 
of  whom  collaborated  last  spring  at  two  different  levels  of  government  to  develop  an  innovative 
funding  mechanism  to  help  the  centers  in  Pennsylvania  achieve  a  more  consistent  funding 
stream.  One  of  our  local  state  legislators  and  one  of  our  county  elected  officials  have  developed 
a  legislative  proposal  to  generate  a  source  of  funding  which  would  also  relieve  the  state  of  its 
financial  burden. 

As  introduced  last  Spring  in  the  Pennsylvania  General  Assembly,  House  Bill  1640  would 
provide  dedicated  funding  for  the  Pennsylvania  regional  poison  centers  through  the 
implementation  of  a  $3  surcharge  to  the  current  $4  fee  which  is  currently  charged  for  copies  of 
Pennsylvania  birth  certificates.  Under  this  proposal,  certificate  copies  for  senior  citizens  and 
veterans  would  be  exempt,  and  the  revenue  generated  would  be  earmarked  for  a  special  Poison 
Control  Fund.  If  approved,  it  is  projected  that  this  surcharge  would  generate  an  estimated  $1.3 
million  each  year.  The  revenue  generated  would  then  be  allocated  on  a  yearly  basis,  based  upon 
case  volume  for  each  center  and  eligible  centers  must  be  certified  by  the  American  Association 
of  Poison  Control  Centers. 

The  Pittsburgh  Poison  Center  is  proud  of  our  efforts  to  create  innovative  funding 
strategies,  and  we  believe  this  legislative  initiative  can  be  replicated  as  a  realistic  model  of 
funding  throughout  the  country.  We  are  pleased  with  the  proposal  to  introduce  a  user  fee  which 
will  be  applied  to  birth  certificates,  especially  given  that  60  percent  of  all  poisonings  involve 
children.  This  legislation  has  received  broad  bipartisan  support  and  has  been  passed  by  our  state 
House  of  Representatives,  and  is  presently  pending  approval  by  our  state  Senate. 
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While  we  have  made  progress  in  developing  creative  solutions  to  the  problem  of  funding 
poison  centers,  we  still  have  much  to  resolve  before  the  funding  problems  we  face  are 
completely  solved.  If  our  legislation  is  passed  by  our  state  Senate,  we  will  have  one  component 
of  funding  in  place;  however,  the  real  challenge  which  faces  us  today,  is  the  challenge  to 
establish  a  public-private  partnership  which  will  ultimately  provide  a  more  comprehensive 
framework  for  the  future  support  of  our  country's  remaining  poison  centers. 

Mr.  Chairman,  the  media  has  placed  much  emphasis  on  the  financial  difficulties  faced 
by  poison  centers;  however,  the  fundamental  message  of  this  debate  has  gone  unnoticed.  Poison 
centers  save  lives,  and  poison  centers  save  money.  Given  the  demands  which  have  been  placed 
on  our  already  strained  health  care  system,  the  fact  that  regional  poison  centers  prevent 
innumerable  costly  and  unnecessary  emergency  department  visits  is  not  recognized- often  enough. 
A  recent  study  conducted  by  the  Pittsburgh  Poison  Center  indicates  that  it  would  cost  the 
Commonwealth  of  Pennsylvania's  Medical  Assistance  Program  and  health  insurance  providers 
as  much  as  $10.13  million  to  provide  expensive  and  resource-intensive  emergency  department 
care  if  regional  poison  centers  were  not  available  to  provide  their  life-saving  services. 

Based  on  the  data  from  this  study,  the  absence  of  a  regional  poison  center  would  result 
in  emergency  department  visits  being  made  by  approximately  63  percent  of  the  patients 
surveyed.  Our  projections  indicate  that  the  absence  of  a  poison  center  which  receives  61,000 
calls  annually,  would  cause  the  state  to  incur  a  debt  ranging  from  $1.2  to  $2.2  million  dollars 
if  those  covered  under  the  Medical  Assistance  Program  alone  went  to  emergency  departments. 
Our  cost  estimates  only  account  for  average  emergency  department  charges  and  do  not  account 
for  the  high  costs  which  would  be  caused  by  unnecessary  hospital  admissions.  Because  this  data 
establishes  the  fact  that  poison  centers  prevent  an  additional  drain  on  our  already  strained  health 
care  system,  it  is  apparent  that  their  services  are  provided  at  a  distinct  savings  to  the  state  and 
federal  governments.  As  the  beneficiaries  of  poison  center  programs,  the  state  and  federal 
governments  should  also  share  in  the  financial  support  of  our  efforts. 

Although  we  do  not  have  the  solutions  to  the  problems  which  plague  this  country's 
regional  poison  centers,  we  have  thus  far  been  successful  in  supporting  the  growing  demand  for 
our  services  without  a  comparable  increase  in  funding.  We  have  sustained  these  services  in  an 
environment  which  has  seen  the  average  direct  cost  per  exposure  rise  to  $21.45,  while 
maintaining  our  direct  cost  of  $16  per  exposure.  These  figures  can  be  compared  to  an  average 
emergency  department  charge  of  $250.  It  is  my  opinion  that  this  minimal  expense  of  $16  per 
exposure  is  insignificant  compared  to  unnecessary  visits  to  a  hospital  emergency  department 
which  are  extremely  costly.  In  addition,  as  our  call  volume  has  dramatically  increased  over  the 
last  two  years,  our  human  exposure  to  poison  specialist  ratio  is  5,000  to  one,  as  compared  to 
the  national  average  of  3,769  to  one.  I  will  not  try  to  tell  you  these  are  statistics  which  are 
easily  accomplished  because  they  are  not.  As  each  day  passes,  we  work  harder  and  harder  to 
continue  our  commitment  to  provide  these  services  to  our  community  as  efficiently  as  possible, 
without  compromising  the  quality  of  our  service  and  without  sacrificing  the  range  of  services 
which  are  provided. 
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As  we  conform  to  the  changing  demands  of  the  delivery  of  health  care  services,  we  will 
need  to  increase  our  reliance  upon  providers  such  as  poison  centers  which  will  play  an  integral 
role  in  the  practical  delivery  of  health  care.  It  is  ironic,  Mr.  Chairman,  that  the  centerpiece  of 
President  Clinton's  Health  Security  Act,  which  is  now  before  Congress,  is  prevention.  Yet,  the 
daily  provision  of  the  preventive  services  which  are  provided  by  poison  centers  like  the 
Pittsburgh  Poison  Center  are  threatened.  I  am  here  today  to  ask  the  Committee  to  support  my 
efforts  to  determine  how  a  federal-state-private  partnership  for  the  support  of  regional  poison 
centers  might  be  established  to  allow  us  to  continue  to  provide  our  vital  services. 

Thank  you,  Mr.  Chairman,  for  your  time  and  consideration. 


70 

Mr.   Towns.   Thank   you   very   much   for   your   testimony,    Dr. 
Krenzelok. 
Dr.  Kearney. 

STATEMENT  OF  THOMAS  E.  KEARNEY,  Pharm  J).,  AMERICAN 
ASSOCIATION  OF  POISON  CONTROL  CENTERS 

Dr.  Kearney.  My  name  is  Dr.  Thomas  Kearney,  and  I  am  here 
on  behalf  of  the  American  Association  of  Poison  Control  Centers, 
and  we  greatly  appreciate  the  privilege  and  opportunity  to  testify 
before  members  of  this  subcommittee  regarding  the  national  crisis 
of  the  continued  erosion  and  loss  of  our  frontline  response  system 
to  poison  emergencies,  our  Nation's  poison  control  centers. 

Let  me  state  affirmatively  and  emphatically  that  inaction  on  this 
crisis  will  result  in  needless  deaths,  suffering,  and  health  care 
costs — that  we  clearly  cannot  afford.  In  the  United  States,  an  aver- 
age of  over  four  poisonings  are  reported  and  managed  by  a  poison 
center  every  minute  of  the  year. 

The  concept  is  straightforward.  The  public  accesses  the  poison 
center  services  simply  by  calling  an  emergency  hotline  number  and 
immediately  reach  experts  in  poisoning  who  are  available  around 
the  clock,  7  days  per  week. 

Who  needs  and  uses  this  service?  Parents,  grandparents,  individ- 
ual citizens,  firemen,  police,  hazardous  chemical  spill  responders, 
physicians,  nurses,  pharmacists,  and  other  medical  professionals 
routinely  rely  on  poison  centers  to  guide  them  through  a  poisoning 
crisis. 

As  we  have  heard  from  my  colleagues  here  and  by  other  poison 
centers,  hospitals,  local  governments,  and  communities  who,  across 
this  country,  are  resoundingly  striking  the  alarm,  we  are  in  ieop- 
ardy  of  losing  our  current  poison  control  center  programs.  We  nave 
a  systematic  problem  pervading  poison  center  programs  around  the 
country,  as  evidenced  by  the  fact  that  only  53.4  percent  of  Ameri- 
cans have  access  to  regional  poison  control  centers,  and  clearly  we 
are  losing  ground. 

The  problem  stems  from  a  basic  structural  flaw  and  inconsist- 
ency in  the  funding  responsibility  for  poison  center  operations.  Tra- 
ditionally, as  we  have  heard  here,  many  poison  center  programs 
had  been  reliant  upon  individual  sponsoring  hospitals  for  the  ma- 
jority of  their  operating  funds. 

This  is,  in  a  way,  illogical,  as  these  poison  centers  provide  benefit 
to  the  general  public  in  either  multicounty  or,  in  some  cases, 
multistate  regions,  extending  well  beyond  that  of  the  institution 
where  they  are  housed  and  funded.  There  are  no  direct  means  for 
most  of  these  institutions,  who  house  and  sponsor  poison  centers, 
to  obtain  reimbursement  for  or  recover  any  of  their  costs  to  run  a 
poison  center  operation. 

This  problem  has  been  passed  on  to  the  level  of  State  govern- 
ments with  mixed  and  quite  limited  success.  And  States,  who  for- 
merly funded  poison  center  operations,  are  also  now  eliminating 
funding  for  poison  control  centers. 

The  value  of  a  poison  center  operation  extends,  first,  to  prevent- 
ing deaths  and  injuries  to  poisoning  victims.  And  as  you  have 
heard  and  seen,  poisoning  victims  are  most  likely  to  be  children 
less  than  6  years  of  age.  Second,  poison  centers  provide  consider- 
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able  cost  savings  in  health  care.  It  seems  evident  that,  based  on 
several  cost  benefit  and  cost  effectiveness  analyses  of  poison  center 
services,  conservatively,  the  return  on  investment  for  poison  center 
services  is  at  least  400  percent  with  respect  to  savings  in  health 
care  dollars  and  resources. 

That  translates  to:  poison  centers  save  at  least  4  times  their 
budget.  It  has  been  the  national  experience  that  nearly  75  percent 
of  poisonings  can  be  handled  by  a  poison  center  entirely  by  tele- 
phone guidance  in  a  home  or  residence. 

In  1992,  U.S.  poison  centers  managed  over  1.3  million  poisonings 
entirely  in  a  home  or  residence.  This  is  one  of  the  most  successful, 
flagship,  programs  for  reducing  health  care  costs  in  the  Nation 
today.  Failure  to  avert  continued  loss  of  poison  center  services  in 
our  country  will  create  a  cost  shift  at  great  expense  in  health  care 
dollars  to  government,  private  citizens,  and  businesses,  in  addition 
to  adversely  impacting  the  lives  of  young  children  and  their  fami- 
lies. 

We,  of  the  American  Association  of  Poison  Control  Centers,  have 
suggested  strategies  for  identification  of  a  Federal  lead  agency  and 
several  possible  funding  alternatives  as  itemized  in  our  submitted 
written  statement.  These  warrant  review  for  national  policy. 

And  the  types  of  funding  mechanisms  include — I  will  list  them 
briefly — assessment  on  public  and  private  health  care  insurers, 
which  could  also  take  the  form  of  mandated  poison  center  funding 
under  health  care  reform;  levy  of  a  telephone  surcharge  or  a  birth 
certificate  surcharge  similar  to  Pennsylvania;  establish  a  Federal 
match  and  incentive  program  and  divert  support  to  poison  centers 
from  existing  Federal  programs  such  as  Medicaid;  and,  as  a  pos- 
sible more  urgent  stopgap  measure,  to  appropriate  block  grants  to 
avert  irrevocable  losses  of  our  existing  poison  center  programs  as 
in  the  Washington,  DC  area. 

The  funding  options  we  suggest  recognize  a  nexus  between  the 
funding  source  and  beneficiaries  of  the  poison  center  services.  This 
investment  will  more  than  pay  for  itself.  We  have  developed  an 
operationally  efficient  model  and  must  overcome  the  final  barrier 
of  the  development  of  a  nationwide  poison  center  system  accessible 
to  all  Americans. 

The  barrier  is  identified  as  a  lack  of  an  ongoing,  equitable,  eco- 
nomically realistic  funding  mechanism  for  poison  centers.  This  can 
be  overcome  at  less  than  the  cost  of  a  can  of  soda  per  year  for  each 
U.S.  citizen.  A  nationwide  poison  center  network  for  all  Americans 
can  only  be  achieved  with  a  funding  mechanism  mandated  or  nur- 
tured at  the  Federal  level. 

We  implore  members  of  this  subcommittee  to  consider  poison 
center  services  as  a  basic  fundamental  life  and  cost-saving  public 
health  program  worthy  of  funding  and  as  a  prudent  investment  in 
any  national  health  care  system  scenario. 

Again,  on  behalf  of  the  American  Association  of  Poison  Control 
Centers,  thank  you  for  your  attention  and  response  to  this  national 
crisis. 

[The  prepared  statement  of  Dr.  Kearney  follows:] 
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Subcommittee  on  Human  Resources  and  Intergovernmental  Relations 

Committee  on  Government  Operations 

US  House  of  Representatives 

Poison  Control  Centers:  Is  There  an  Antidote  for  Budget  Cuts? 


THE  CRISIS 

Across  the  United  States,  both  large  and  small  poison  centers  are  closing  their  doors.  Many  of 
the  remaining  centers  are  scrambling  for  funds,  diverting  efforts  from  clinical  management  and 
prevention  activities.  Furthermore,  due  to  funding  deficiencies,  nearly  half  of  the  U.S.  is  served 
by  a  poison  center  which  fails  to  meet  national  quality  standards.  Yet  poison  centers  are  cost- 
effective  and  life-saving  public  health  services.'23456 

Poison  centers  provide  immediate,  around-the-clock  toxicity  assessments  and  treatment 
recommendations,  over  the  telephone,  for  all  kinds  of  poisonings  and  overdoses  affecting  people 
of  all  ages:  ingestion  of  household  products;  overdoses  of  therapeutic,  illegal,  foreign,  and 
veterinary  drugs;  chemical  exposures  on  the  job  or  elsewhere;  hazardous  materials  spills;  bites 
of  snakes,  spiders,  and  other  venomous  creatures;  plant  and  mushroom  poisonings. 

Poison  center  toxicologists  and  specialists  in  poison  information  are  consulted  daily  by  parents, 
grandparents,  child  care  providers,  teachers,  prehospital  care  providers,  pharmacists,  responders 
to  hazardous  materials  incidents,  and  nurses  and  physicians  in  every  area  of  practice-- 
neonatology  to  geriatrics,  occupational  medicine  to  psychiatry,  family  practice  to  intensive  care. 

Most  calls  to  poison  centers  are  safely  managed  ever  the  telephone.  Referrals  to  health  care 
facilities  are  made  when  necessary;  the  specialist  in  poison  information  provides  treatment 
recommendations  to  the  health  care  providers.  In  either  case,  follow-up  telephone  calls  are  made 
to  assess  progress  and  provide  additional  recommendations  until  any  medical  problems  related 
to  the  poisoning  are  resolved. 
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WHAT  IS  THE  ROLE  OF  POISON  CENTERS  IN  CONTROLLING,  TREATING, 
AND  PREVENTING  POISONINGS  IN  THE  UNITED  STATES? 

Poisonings  are  a  significant  public  health  problem  in  the  U.S.,  resulting  in  deaths,  disabilities,  and 
major  health  care  expenditures.  Poison  centers  are  the  front-line  responders  to  poison 
emergencies  and  are  instrumental  in  the  surveillance  of  adverse  effects  of  marketed  products, 
drugs  and  food,  and  in  the  promotion  of  poison  prevention.  Although  the  actual  incidence  of 
poisonings  in  the  US  is  unknown,  it  has  been  estimated  that  more  than  4  million  Americans  are 
poisoned  every  year. 

During  1992,  poison  centers  in  the  U.S.  assisted  with  more  than  2.4  million  poisonings.  (Of 
these,  1 .8  million  were  reported  to  the  American  Association  of  Poison  Control  Centers  (AAPCC) 
Toxic  Exposure  Surveillance  System  (TESS);  the  other  600,000  poison  exposures  were  tabulated 
by  poison  centers  that  did  not  or  could  not  report  data  to  TESS.)  The  public's  primary  access  to 
poison  center  services  is  through  a  network  of  toll-free  telephone  systems.  These  hotline 
emergency  numbers  are  extensively  advertised  in  telephone  directories,  provided  by  all  telephone 
operators,  and  are  widely  promoted  by  educational  programs  and  materials  such  as  telephone 
stickers  and  brochures. 


The  Joint  Commission  on  Accreditation  of  Healthcare  Organizations  (JCAHO)  requires  that  all 
hospitals  in  the  US  have  the  emergency  number  of  a  poison  center  posted  throughout  their 
facilities.      Last  year,   the  United   Nations 

formally   acknowledged  the  importance  of    ^^^^^^^^^^^^^^^^^^^^^^^^ 
poison   centers,    urging   support   ol   poison    """^"^uTlMTfTofHERVlclTc*™' 
centers  by  every  nation.  TO  poison  co^ro,.  centers 


Immediate  information  and  treatment  advice  is 
given  to  callers  regarding  the  toxicity  of  drugs, 
poisons,  and  environmental  chemicals.  In- 
depth  advice  is  provided  to  calling  physicians 
and  other  health  professionals  managing 
complicated  poisonings  or  drug  overdoses 
and  to  responders  to  hazardous  chemical 
spills.  The  poison  control  center  also  alerts 
local,  state  and  federal  agencies,  when 
appropriate,  in  situations  concerning 
community-wide  public  health  emergencies. 

When  a  call  about  a  poisoning  is  received,  the 
specialist  in  poison  information  obtains  a 
history  from  the  caller,  assesses  the  severity 
of  the  poisoning,  provides  immediate 
treatment  recommendations  and  refers  the 
patient  for  further  medical  attention  only  when 
it  is  necessary.  After  the  initial  contact  and 
recommendations  have  been  provided,  the 
poison  center  will  follow-up  all  significant 
poisonings  until  it  is  determined  that  the 


A  24-hour,  toB  free  telephone  hotBna. atoned  fay 
registered  nurses,  pharmacist*,  or  physician*  with 
national  certification  as  specialists  In  poison 
mtormsiion. 

An  organized  pubic  and  professional  education 
program  for  physician*,  nuns*,  pharmacists  and 
other  haafcti  profeseionala.  to  anharice  the  treatment 
of  poisoned  patients  and  to  prevent  tminteMkmeJ 
poisoning  in  tha  home. 

Maintenance "  of  an  up-to-date  and  complete 
rafaranc*  system  on  toxic  substances,  inducing 
btgradtont  information  and  latest  advance*  In  fit* 
treatment  of  poisoned  patients,  Th*  poison  center 
staff  have  accsss  to  computerized  information  and  a 
reference  fenny  of  toxicology  texts  and  journal 
•rtfctee,  providing  cross  rafsfsnees  on  over  800,000 
substance*  and  emergency  treatment  of  exposure  to 
those  substances. 


of  •  computerized  data  collection 
aMatam  of  the  ootson  i!intai*s  ease  axDeriencee  to 
otioct  eafxJ  tnotwof  {XwOfunQ  trandv  9oq  mw  toxic 
htzardi  in  th#  communty 
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clinical  manifestations  have  resolved.  The  specialist  then  provides  poison  prevention  counseling 
to  those  involved  to  reduce  the  likelihood  of  future  preventable  poisonings.  All  poisoning  case 
experiences  are  entered  into  a  computerized  national  database  to  characterize  trends  and 
facilitate  prevention  strategies.  In  addition  to  the  hotline  service,  the  poison  center  staff  includes 
a  health  educator  who  provides  programs  to  the  public  aimed  at  preventing  poisonings  and 
assuring  that  the  poison  center  is  contacted  immediately  following  any  poisoning  incident.  This 
effort  is  accomplished  through  presentations,  workshops,  and  health  fairs  on  poison  prevention 
and  emergency  action;  development  and  distribution  of  written  and  audiovisual  materials  (in 
several  languages  if  necessary);  presentations  to  local  groups;  and  interactions  with  the  electronic 
and  print  media. 


The  most  frequent  users  of  the  poison  center 
hotline  service  are  parents  calling  from  home. 
The  most  common  profile  of  the  patient 
reported  to  a  poison  center  is  a  child  less  than 
6  years  of  age  who  is  unintentionally  exposed 
to  an  ordinary  household  product.  The  most 
frequently  implicated  substances  are  cleaning 
products,  analgesics  (pain  killers),  cosmetics 
and  personal  care  products,  cough  and  cold 
preparations  and  plants.  Nearly  75%  of 
poisonings  reported  to  poison  centers  are 
managed  entirely  in  the  home  by  telephone 
consultation  without  further  access  to  or 
additional  costs  from  the  health  care  system. 
Studies  have  documented  that  patients 
managed  by  certified  regional  poison  centers 
entirely  outside  of  a  health  care  facility  rarely, 
if  ever,  suffer  serious  or  long-term 
complications  of  their  poisoning  exposure. 

Studies  have  found  that  poison  center 
programs  operating  under  standards  set  in 
AAPCC's  criteria  for  certification  of  regional 
poison  control  centers  (Appendix  A)  benefit 
society  through  improved  quality  of  service  as 
well  as  operational  efficiency.  The 
cornerstone  of  the  strategy  to  reduce 
poisoning  injury  and  occurrence  in  the  U.S.  is 
the  development  of  a  network  of  certified 
regional  poison  centers  serving  the  entire 
populace  of  the  U.S.,  with  individual  poison 
centers  closely  interlinked  with  local 
emergency  transport  and  response  units, 
emergency  telecommunications  systems  (e.g. 
9-1-1),  patient  care  facilities  and  public  health 


SUMMARY  OF  TYPES  Of  INFORMATION 

PROVIDED  TO  TWE 

PUBLIC  AND  HEALTHCARE  PROFESSIONAL  BY 

POISON  CONTROL  CENTERS 

•  Product  formulation. 

•  Assessment  of  the  severity  j.'.  poison  exposures. 

•  Home-based  treatment  recornmencfetfions.  . 

•  Triage  recommendations  for  callers  from  noma  and  tor 

medic  at  professional. 

•  Probable  diagnoses  consistent  wflh  «  patient's 
condition  when  the  type  of  poison  Is  unknown. 

•  Toxic  effects  from  exposure  to  drugs,  chemfcats  or 

environmental  toxins. 

•  General  and  specific  physical  and  laboratory 
monfloring  parameters  and  hospital  management 
guidelines. 

•  Decontamination  recommendations  lor  patients 
exposed  to  toxins  by  any  possfcfe  route  of  exposure. 

•  Recommendations  forth*  use  of  poisoning  antidotes, 
(indications,  dosing,  monitoring  parameters  and  end 
points  of  therapy). 

•  Referral  to  expert  toxicology  consultants,  government 
agencies,  public  health  officials  and  other  health  cam 
resources. 

•  Recommendations  for  poison  proven! km  strategies  for 
residences,  work  sites,  and  health  care  facilities. 


officials. 
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HISTORICAL  BACKGROUND 


In  1950,  the  American  Academy  of  Pediatrics  Committee  on 
Accident  Prevention  was  formed;  at  that  time,  poisoning  was  a 
leading  cause  of  injury  in  children.  As  a  result,  the  nation's  first 
poison  center  was  established  in  Chicago  in  1 953/  The  number 
of  centers  in  the  U.S.  grew  steadily  to  a  peak  of  661  in  1978, 
then  began  to  decline  (see  table).  The  early  centers  were 
frequently  based  in  emergency  departments  or  hospital 
pharmacies  and  were  staffed  by  emergency  department  nurses, 
pediatric  residents,  or  hospital  pharmacists  with  no  special 
training  in  toxicology  and  limited  information  resources.  By  the 
late  1970's,  with  impetus  and  financial  assistance  from  the 
Emergency  Medical  Services  Systems  Act  of  1973,  an  effort  to 
improve  the  quality  of  poison  control  services  in  the  U.S.  was 
underway.8  This  effort  at  "regionalization"  led  to  the  development 
of  national  standards  for  poison  centers  and  a  certification 
process  which  assured  compliance  with  these  standards.9 

As  a  result,  the  early  1980's  were  accompanied  by  a  rapid 
decline  in  the  number  of  poison  centers  in  the  U.S.  as  small  local 
services  coalesced  to  serve  larger  regions.  In  most  cases,  the 
decline  in  numbers  led  to  an  improvement  in  the  quality  of 
services.'0"'2  The  larger  certified  centers  which  resulted  had 
dedicated  health  professional  staff  (often  certified  as  specialists 
in  poison  information),  24-hour-a-day  service,  extensive  on-site 
resources,  medical  toxicologist  back-up,  comprehensive  regional 
poison  prevention  programs,  education  programs  for  area  health 
professionals,  and  poison  hazard  surveillance  efforts. 


Changes  in  the  Number  of 
Poison  Centers  in  the  U.S. 

(Numbers  are  estimates  due  to  van  ability 
in  responses  to  surveys  by  tiny  centers  ) 


Year 

No.  of  Center*  in 

U.S. 

1953 

1 

1957 

17 

1960 

347 

1970 

590 

1976 

641 

1978 

661 

1983 

384 

1985 

319 

1991 

104 

1992 

100 

1994 

87 

THE  STATE  OF  THE  NATION'S  POISON  CENTERS: 
IMPACT  OF  BUDGET  CUTS;  1993  FUNDING  SURVEY  RESULTS 

Only  53.4%  of  the  U.S.  population  is  currently  served  by  a  certified  regional  poison  center.  The 
remaining  population  is  served  by  centers  which  do  not  meet  national  standards.  The  lack  of 
universal  service  by  centers  which  meet  minimal  quality  standards  is  directly  related  to  inadequate 
funding.  Furthermore,  the  majority  of  poison  centers  are  currently  facing  severe  fiscal  struggles, 
and  a  number  may  close  in  1994.  A  few  examples  follow: 

The  poison  center  in  Washington  DC  narrowly  averted  closure  on  February  28, 1994,  and 
is  now  scheduled  to  close  on  June  30,  1994.  Its  two  toxicologists  have  spent  the  majority 
of  the  past  year  attempting  to  secure  stable  funding  for  the  center,  diverting  their  efforts 
from  patient  management,  public  and  professional  education,  quality  assurance,  hazard 
surveillance,  and  clinical  research. 


The  poison  center  in  Irvine,  California  closed  in  August,  1993,  leaving  5.5  million  people 
without  poison  center  services.  A  non-certified  poison  center  attempting  to  assist  is  now 
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serving  a  population  of  over  1 5  million.  Lengthy  delays  have  been  reported  by  callers  who 
are  often  asked  to  leave  a  message  and  await  a  return  call.  This  decreased  level  of 
service  is  apparent  to  all  residents  of  the  Los  Angeles  basin. 

The  poison  center  in  Tucson,  Arizona,  has  faced  a  series  of  budget  crises,  and  the  center 
in  Phoenix  has  announced  its  closure  in  early  1994.  Current  legislative  efforts  in  Arizona 
may  bring  a  partial  reprieve  to  one  or  both  of  these  centers. 

The  poison  center  in  Fresno,  California  has  been  supported  by  a  private  hospital  which 
will  discontinue  its  support  on  April  15,  1994.  The  community's  children's  hospital  has 
diverted  funds  from  other  programs  to  maintain  the  poison  center  until  September,  1 994. 
Its  future  remains  uncertain.  Fundraising  and  lobbying  have  diverted  the  attention  of  many 
of  the  poison  center  directors  in  California  as  they  have  scrambled  for  funding  every  year 
for  the  past  several  years. 

In  Denver,  the  Rocky  Mountain  Poison  Center  was  instructed  by  the  City  and  County  of 
Denver  to  discontinue  service  to  eight  counties  who  would  not  contribute  to  poison  center 
operations.  More  than  one  hundred  cases  per  day  were  turned  away.  Because  of  the 
resulting  public  furor,  the  state  of  Colorado  provided  the  necessary  funds. 

The  poison  center  in  Knoxville,  Tennessee  will  close  shortly  leaving  1  million  residents  of 
eastern  Tennessee  without  poison  control  services.  The  Middle  Tennessee  poison  center, 
its  neighboring  center,  has  an  uncertain  future  as  well,  with  limited  funding  for  its  own 
region  and  none  for  expansion  to  serve  a  larger  portion  of  the  state. 

And  the  list  goes  on Who's  next? 

In  1993  twenty-seven  centers  reported  budget  reductions  totalling  $2,549,834.  Not  all  are  facing 
outright  closure,  but  erosion  of  poison  center  budgets  is  having  an  effect  on  the  provision  of 
services.  Among  the  reported  reduction  in  services  are  elimination  of  community  outreach 
programs  in  poison  prevention,  curtailed  service  areas,  curtailed  hours  of  operation,  elimination 
of  toll-free  access,  reduction  in  staff,  reduced  acquisition  of  current  reference  material,  decreased 
continuing  education  for  staff,  and  a  decrease  in  the  provision  and  distribution  of  poison 
prevention  materials.  Centers  threatened  with  imminent  closure  or  facing  budget  cuts  of  10%  or 
more  are  listed  in  Appendix  B. 

The  continued  erosion  of  poison  center  services  in  the  United  States  may  be  attributed  to  a  basic 
structural  flaw  and  inconsistency  in  the  funding  responsibility  for  their  operations.  Traditionally, 
poison  control  center  programs  have  been  reliant  upon  individual  sponsoring  hospitals  for  the 
majority  of  their  operating  funds.  As  these  hospitals  have  experienced  dwindling  revenues  with 
the  advent  of  DRGs  and  partial  reimbursement  for  services,  they  have  been  forced  to  reduce 
funding  support  for  poison  center  operations  which  was  previously  derived  from  patient  care 
revenues.  It  is  recognized  by  these  institutions  that  poison  centers  provide  benefit  to  the  general 
public  in  multi-county  or  even  multi-state  regions  -  extending  well  beyond  the  catchment  area  of 
the  institutions  where  they  are  housed  or  funded.  These  programs  have  sought  alternative 
sources  of  revenue  to  maintain  operations  with  limited  success  and  have  been  unable  to  fully 
recover  losses  in  funding. 
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In  1993.  AAPCC  conducted  a  survey  of  its  members  in  the  U.S.  to  determine  their  sources  of 
funding  as  well  as  operational  status.  Tables  1  and  2  summarize  the  sources  of  funding.  Of 
note,  between  1992  and  1993  the  largest  increase  in  funding  for  certified  regional  poison  centers 
came  from  federal  sources  ($300,674  for  1992;  $707,000  direct  federal  support  in  1993,  plus  the 
federal  component  of  $1,888,000  in  Medicaid  support  provided  to  poison  centers  in  1993).  An 
increase  in  funding  from  other  health  care  facilities  and  member  hospitals  was  also  noted 
($1 ,694,61 6  for  1 992  vs  $2,270,673  for  1 993).  The  largest  declines  in  funding  support  came  from 
private  hospitals  housing  poison  centers  ($5,521,272  for  1992  vs  $4,235,330)  and  direct  state 
support  ($8,433,353  for  1992  vs  $7,027,332  for  1993).  Based  on  the  1990  population  census, 
an  estimated  indirect  cost  rate  of  30%,  and  an  optimal  level  of  service  of  15  human  exposure 
calls  per  thousand  population  for  the  entire  United  States,  it  is  estimated  that  it  would  cost  $1 1 1 
million  to  provide  comprehensive  poison  control  services  to  all  Americans,  or  approximately  $51 
million  more  than  is  currently  being  spent  on  poison  control  services.  This  translates  to  a  total 
cost  of  44c  per  US  resident  per  year. 

In  an  effort  to  stabilize  or  improve  poison  center  services,  some  states  have  pursued  and  passed 
legislation  to  restructure  their  poison  center  systems  and  augment  funding  of  their  operations. 
In  Missouri  and  New  Jersey,  it  is  mandated  that  all  hospitals  subscribe  to  the  poison  center 
services  for  an  annual  fee.  In  Pennsylvania,  the  legislature  is  considering  attaching  a  $3.00 
surcharge  on  each  request  for  a  birth  certificate  to  generate  partial  funding  for  the  state's  three 
poison  centers.  In  1993,  the  Texas  legislature  approved  a  surcharge  on  all  intrastate  long 
distance  telephone  calls  in  order  to  fund  a  network  of  six  poison  centers  in  the  state.  In  the  state 
of  Washington,  legislation  passed  consolidating  their  four  poison  centers  into  one  with  funding  of 
$3.9  million  over  two  years  and  with  proposed  funding  from  an  8c/month  telephone  tariff  on  all 
of  the  state's  residential  and  business  telephones.  The  state  of  New  York  allows  hospitals 
operating  a  state-designated  poison  center  to  increase  their  fee  assessments  for  reimbursement 
from  publicly-financed  and  private  health  insurers  to  recover  poison  center  operating  costs.  Utah 
and  California  have  used  federal  maternal-child  block  grant  monies  for  poison  center  operations. 
They  also  have  claimed  federal  financial  participation  for  Medicaid  administrative  activities 
performed  by  local  county-funded  programs  and  have  participated  in  the  Medicaid  federal  match 
program  for  disproportionate  care  providers. 

Details  of  AAPCC's  1993  Survey  of  Poison  Centers 
Data  on  Resources,  Staffing,  Costs,  and  Sources  of  Support 

A  survey  of  U.S.  poison  center  members  of  the  American  Association  of  Poison  Control  Centers 
(AAPCC)  was  conducted  to  determine  the  status  of  poison  centers.  Data  from  38  certified 
regional  centers  and  34  non-certified  centers  are  presented. 

The  survey  instrument  was  mailed  in  the  summer  of  1 993;  missing  data  elements  were  completed 
in  the  fall  and  winter  of  1993.  All  86  AAPCC  member  poison  centers  providing  emergency 
telephone  service  to  the  public  were  queried.  Responses  were  received  from  all  38  certified 
regional  centers  and  46  non-certified  centers.  Only  34  of  the  46  non-certified  poison  centers 
provided  information  on  designated  staff  and  budgets,  thus  only  these  34  centers  could  be 
included  in  the  data  compilations  for  non-certified  centers. 

A  list  of  U.S.  poison  centers  appears  in  Appendix  C.  An  asterisk  identifies  each  certified  regional 
center. 
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Survey  responses  are  provided  in  Tables  1-3.  Table  1  summarizes  funding  sources  for  certified 
regional  poison  centers.  In  1993,  56.5%  of  certified  regional  poison  center  support  was  provided 
by  government,  especially  by  state  governments  (37.8%  of  all  poison  center  funding  was  provided 
by  states).  It  is  estimated  that  the  cost  of  providing  certified  regional  poison  control  services  to 
the  entire  U.S.  in  1993,  at  a  call  rate  of  15  per  1,000  population  to  assure  full  utilization  of  the 
center,  would  have  been  approximately  $1 1 1  million.  Table  2  provides  similar  funding  data  for 
all  72  responding  poison  centers. 

Table  3  compares  staffing  and  funding  for  certified  and  non-certified  centers,  providing  more 
detailed  funding  source  data  than  found  in  Tables  1  and  2.  Compared  to  non-certified  centers, 
certified  poison  centers  are  more  frequently  designated  by  a  government  agency  and  approved 
under  state  legislation.  On  average,  certified  centers  each  serve  a  larger  population  and  handle 
more  poison  exposure  cases  annually.  Costs  per  case  are  comparable  in  certified  and  non- 
certified  centers.  Medical  directors  of  certified  poison  centers  are  more  than  twice  as  often 
diplomates  of  the  American  Board  of 
Medical  Toxicology  and  dedicate  nearly 
twice  as  much  of  their  time  to  poison 
center-related     activities.  Managing 

directors  of  certified  centers  are  more  than 
twice  as  often  diplomates  of  the  American 
Board  of  Applied  Toxicology  compared  to 
noncertified  centers.  Certified  centers  had 
1.6  times  as  many  specialists  in  poison 
information  per  center,  on  average,  and  a 
more  than  two-fold  greater  rate  of 
certification  of  these  specialists.  In 
addition,  certified  centers  more  often  had 
staff  members  dedicated  to  community 
education  in  poison  prevention. 

WHAT  IS  THE  VALUE  OF  POISON 
CENTERS?  WHAT  ARE  THE  COSTS 
AND  BENEFITS  OF  POISON  CENTERS? 

According  to  the  AAPCC  1993  survey  of 
poison  control  centers,  the  average  cost  of 
a  certified  center  providing  poison  center 
consultation  was  $29.27  per  human 
exposure  (Table  1).  The  cost  of  providing 
basic  evaluation  and  care  for  a  poisoned 
patient  who  presents  unnecessarily  to  a 
hospital  emergency  department  ranges 
from  $95  to  over  $400,  depending  upon 
the  facility,  geographic  location,  and 
degree  of  inappropriate  intervention 
pursued.  An  additional  cost  of  ambulance 
transport  and  dispatch,  ranging  from  $150 
to  more  than  $600  for  a  basic  unit,  may 


SUMMARY  OF  HEALTH  AND  ECONOMIC 

BENEFITS  OF  A 
REGIONAL  POISON  CONTROL  CENTER 

Reduction  of  unnecessary  emergency  department  visits 
and  inappropriate  use  of  medical  resources. 

Decreased  burden  on  a  region's  emergency  medical 
transportation  system. 

Reduction  in  adverse  effects  resulting  from  the  use  of 
outdated,  hazardous  first  eJd  procedures  In  the  home. 

A  reduction  In  the  time  required  to  diagnose  and  establish 
definitive  care  for  the  poisoned  victim. 

Minimizing  public  health  effects  of  community  exposure  to 

toxic  materials. 

Early  detection  and  elimination  of  unusually  hazardous 
commercial  products  through  regulatory  notification,  recafl, 
repackaging,  reformulation  or  product  discontinuation. 

Improved  care  of  poisoning  victi me.  decreasing  disabffitie* 
and  costly  long-term  medical  care. 

Reduced  incidence  of  unintentional  poisoning  in  the  home 
and  workplace. 

Enhanced  management  of  drug-addicted  patients  by 
providng  recommendations,  referrals  and  assistance. 

Reduced  exposure  to  potential  toxins  during  pregnancy. 

Improved  patient  care  by  educating  physicians,  nurse*, 
paramedics  and  other  health  care  professionals  in  poison 
management  and  medical  toxicology. 
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also  be  incurred. 

The  cost  of  a  poison  center  call  handled  by  certified  and  noncertified  centers  were  comparable 
(1%  difference).  This  may  indicate  that  certified  regional  centers  were  more  cost-effective  than 
noncertified  centers  by  virtue  of  the  fact  that  they  are  providing  more  services  and  higher  quality 
services  for  the  same  dollar. 

The  predominant  cost  of  providing  poison  center  service  is  tne  salary  and  benefits  for  the 
specialists  in  poison  information  who  manage  the  emergency  telephone  calls.  These  professional 
personnel  costs  account  for  approximately  70%  of  the  direct  operating  costs  for  poison  control 
centers.  According  to  the  AAPCC  1993  survey,  on  the  average,  each  full-time  equivalent 
specialist  handled  3,458  human  exposure  calls  during  the  year. 

The  health  and  economic  benefits  from  a  regional  poison  center  service  are  derived  from  the 
immediate  accessibility  to  a  cost-efficient  service,  the  centralization  of  expertise  and  costly 
reference  systems,  and  the  ability  of  the  center  to  function  as  an  early  warning  system  for 
unusually  hazardous  commercial  products  leading  to  regulatory  agency  notification,  recall  or 
reformulation  of  a  product.  The  poison  center  also  strives  to  reduce  the  incidence  of  exposure 
to  toxic  substances  within  the  region  by  developing  poison  prevention  educational  programs  to 
reduce  exposure  risk. 

The  health  benefits  of  a  poison  center  also  include  averting  the  use  of  ineffective  or  harmful  home 
remedies  for  poisonings  (such  as  the  unsafe  and  archaic  practice  of  using  salt  water  as  an  agent 
to  induce  vomiting).  It  is  recognized  that  the  first  aid  recommendations  on  product  labels  may 
be  inconsistent  and  inaccurate. 

Poison  Centers  routinely  provide  specific  diagnostic  and  therapeutic  guidance  to  physicians  and 
nurses  caring  for  seriously  poisoned  hospitalized  patients.  This  guidance  may  reduce  the  severity 
of  the  poisoning  by  speeding  the  diagnostic  process  and  decreasing  the  time  before  definitive 
therapy  can  be  initiated.  The  economic  result  may  be  decreased  hospital  stays  and  less  frequent 
complications. 

The  economic  impact  of  poison  center  services  is  primarily  derived  from  the  ability  of  poison 
centers  to  manage  nearly  75%  of  human  exposure  cases  entirely  by  telephone  without  utilizing 
other  more  costly  health  care  resources. 

According  to  the  AAPCC  TESS  data  for  1992,  over  1.3  million  human  poison  exposure  cases 
were  managed  by  poison  centers  in  a  residence.  If  the  cost  of  an  emergency  department  visit 
were  incurred  by  these  patients  because  their  poison  center  was  closed,  the  economic  justification 
for  funding  poison  centers  becomes  clear.  The  fact  that  only  53.4%  of  the  US  is  served  by 
poison  centers  which  meet  national  standards,  provides  a  clear  argument  that  the  investment  of 
additional  funding  to  enhance  the  regional  poison  center  network  could  result  in  a  substantial 
reduction  in  health  care  costs. 

WHAT  IS  THE  IMPACT  OF  REDUCTIONS  IN  POISON  CENTER  SERVICES 
ON  THE  PUBLICS  HEALTH  AND  THE  COST  OF  HEALTH  CARE  SERVICES 

FOR  POISONINGS? 

When  a  poison  center  closes,  or  an  existing  poison  center  inadequately  serves  a  region,  the 
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impact  is  profound:  more  people  become  ill  or  die  from  poisonings,  health  care  costs  associated 
with  poisoning  cases  increase,  and  more  poisonings  occur. 

More  people  will  become  ill  or  will  die  from  poisoning. 

Because  a  phone  call  to  the  poison  center  is  easy  and  there  is  no  charge  to  the  caller,  parents 
and  patients  seek  assistance  early,  rather  than  delaying  medical  evaluation  until  symptoms 
appear.  By  assessing  patients  early,  initiating  decontamination  and  identifying  patients  who  need 
more  aggressive  management,  the  poison  center  is  able  to  decrease  injury,  illness,  and  death  due 
to  poisoning. 

Without  poison  centers,  there  is  no  source  of  expert  toxicology  education.  Professional  education 
provided  by  poison  centers  for  emergency  medical  technicians,  paramedics,  police,  hazardous 
materials  response  teams,  and  physicians,  nurses,  and  pharmacists  at  hospitals  and  health 
professional  schools  undoubtedly  plays  an  important  role  in  assuring  state-of-the-art  management 
for  poisoned  patients.  Poison  centers  also  provide  consultations  for  hazardous  materials 
incidents. 

Without  poison  centers,  there  is  no  surveillance  of  products  for  poisoning  hazards.  Poison 
centers  anonymously  log  all  poison  exposure  cases  into  a  national  database,  allowing  consumer 
protection  by  identifying  hazards  early.  Poison  center  data  are  used  by  industry  and  regulatory 
agencies  to  monitor  product  safety.  These  data  are  frequently  the  basis  for  product  reformulation, 
repackaging  or  recall.  Without  this  surveillance,  United  States  residents  will  be  needlessly  injured, 
especially  by  newly  marketed  toxic  products. 

Increased  Numbers  of  Poisonings 

Community-wide  poison  prevention  programs  for  parents,  teachers  and  day  care  providers  focus 
on  significant  poisoning  hazards  for  young  children.  In  the  absence  of  these  classes,  media 
presentations,  and  materials,  child  care  providers  will  be  less  aware  of  hazards,  and  poisoning 
frequency  will  undoubtedly  increase.  Furthermore,  without  poison  center  surveillance  efforts, 
products  which  are  unnecessarily  dangerous  to  children  will  not  be  identified  as  quickly,  delaying 
repackaging  or  removal  of  the  product  from  the  market. 

Increased  Health  Care  Costs  for  Poisoning  Cases 

With  their  sophisticated  staff  and  vigilant  follow-up,  poison  centers  are  able  to  safely  guide  the 
management  of  nearly  75%  of  poisonings  at  home.  Every  dollar  spent  on  a  poison  center 
saves  at  least  $4  to  $9  in  unnecessary  health  care  expenses.  For  example,  poison  centers 
eliminate  emergency  department  fees  which,  for  example  in  the  Washington  metropolitan  area, 
begin  at  $1 85  for  minimal  care,  and  are  usually  over  $400  for  more  extensive,  often  unnecessary 
evaluation  or  monitoring  rendered  when  the  poison  center  is  not  contacted  (or  has  closed!). 
Poison  centers  also  eliminate  unnecessary  physician  office  visits,  hospital  admissions,  laboratory 
testing  and  ambulance  runs.  A  substantial  cost  savings  is  also  realized  for  every  case  of  long- 
term  hemodialysis,  neurologic  impairment,  or  other  disability  which  is  prevented. 

Home  management  also  eliminates  unnecessary  ambulance  transports  for  poisonings.  Without 
adequate  poison  center  coverage,  more  than  a  million  additional,  unnecessary  ambulance 
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transports  could  occur  in  the  U.S.  each  year  because  poisoned  patients  will  seek  emergency  care 
rather  than  calling  a  poison  center.  In  areas  with  well-utilized  poison  centers,  when  a  91 1  call 
is  placed  about  a  poisoning  which  is  not  obviously  life-threatening,  dispatchers  confer  with  the 
poison  center  to  determine  whether  ambulance  dispatch  is  necessary.  Often  poison  centers  are 
able  to  provide  home  management  advice  directly  to  the  patient,  and  neither  dispatch  nor 
transport  is  required.  Considering,  for  example,  costs  of  $150  to  more  than  $600  for  dispatching 
an  ambulance,  depending  on  the  jurisdiction  and  level  of  service  dispatched,  the  poison  center 
obviously  plays  an  important  role  in  curtailing  EMS  costs. 

The  primary  effect  may  be  on  pediatric  poisonings  as  over  60%  of  all  poisoning  exposures 
managed  by  poison  control  centers  involve  children  under  six  years  of  age.  Several  poison 
centers  faced  with  budget  cutbacks  have  had  to  eliminate  public  education  programs  promoting 
prevention  techniques  and  enhancing  the  visibility  and  access  to  their  services.  Such  reductions 
are  likely  to  result  in  a  higher  incidence  of  household  poisonings,  an  increase  in  the  usage  of 
inappropriate  or  hazardous  first  aid  measures,  and  an  increase  in  the  unnecessary  use  of  other 
emergency  response  systems. 

Several  different  research  strategies  have  been  used  to  quantify  this  impact.  These  have 
included  comparisons  of  regions  that  are  served  by  certified  poison  centers  with  regions  that  are 
not,  and  interviews  of  poison  center  callers  to  determine  alternative  treatments  and  self-referrals 
that  they  would  have  sought  if  the  poison  center,  hypothetically,  had  not  been  available. 
Uniformly,  these  studies  have  demonstrated  that  most  lay  people,  if  a  poison  center  were  not 
available,  would  take  or  have  the  poison  victim  transported  directly  to  an  emergency  department 
for  treatment,  irrespective  of  the  nature  of  the  poisoning.  Moreover,  many  of  these  patients  will 
utilize  the  9-1-1  system  (or  other)  ambulance  transport.  This  not  only  has  implications  for 
burdening  our  emergency  response  system  and  emergency  departments  but  presents 
substantially  higher  costs  to  publicly-financed  and  private  health  insurers  for  use  of  these 
alternative  health  care  services.  These  cost  benefit  studies  have  demonstrated,  even  with 
conservative  estimates  on  self-referral  rates  to  emergency  departments,  the  average  charge  for 
alternative  health  care  services  utilized  exceeds  the  cost  of  providing  the  poison  center  services 
by  at  least  a  factor  of  four. 

Recently  in  several  areas  of  the  country,  we  have  moved  beyond  the  hypothetical  situation  of 
losing  access  to  poison  center  services,  as  regions  of  the  country  that  formerly  had  direct  access 
to  a  poison  center  now  have  telephone  access  blocked.  A  preliminary  review  of  these 
experiences  confirm  the  conclusions  and  projections  from  previous  studies.  Most  notably,  these 
experiences  were  derived  from  the  San  Francisco  Bay  Area,  Denver,  Colorado,  and  Grand 
Rapids,  Michigan.  Poisoning  case  experience  accounts  from  these  regions  have  noted  more 
prolonged  delays  in  getting  assistance  for  poisoned  patients,  unnecessary  9-1-1  calls, 
unnecessary  ambulance  runs,  physician  office  visits  and  emergency  department  visits,  and  less 
optimal  treatment  of  poison  patients  at  health  care  facilities.  The  cost  shift  in  these  regions  is 
most  likely  to  fall  upon  public  and  private  health  insurers  as  well  as  health  maintenance 
organizations  and  other  managed  care  programs. 

WHY  NOT  HAVE  ONE  NATIONAL  POISON  CENTER? 

It  is  evident  to  staff  of  existing  poison  centers  that  maintaining  regional  services  rather  than 
national  services  poses  distinct  advantages  and  leads  to  improved  overall  quality  of  care.  These 
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staff  members  consistently  point  out  the  following  features  offered  by  regional  systems: 

1)  Familiarity  with  local  resources  including  individual  physicians,  hospitals  and  laboratories. 
The  knowledge  that  an  individual  hospital  prefers  not  to  handle  children,  cannot  perform 
hemodialysis  in  the  middle  of  the  night,  takes  5  days  to  get  an  iron  level  which  is  needed 
immediately,  or  has  a  "comprehensive"  in-house  blood  screen  for  toxic  substances  that 
does  not  include  acetaminophen  is  important  to  the  ultimate  management  of  the  individual 
patient. 

2)  Unusual  expertise  is  acquired  by  regional  poison  centers  for  poisonings  that  are  uniquely 
found  in  their  region.  For  example,  poison  centers  outside  of  Arizona  rarely  handle 
scorpion  stings,  and  have  little  experience  with  their  management.  Similarly,  snakebites 
in  Washington  DC  (from  indigenous  snakes)  are  copperhead  envenomations  at  worst  and 
need  low  doses  of  antivenin  or  none  at  all.  Excessive  use  of  antivenin  in  these  cases 
would  lead  to  many  additional  antivenin  reactions  and  instances  of  serum  sickness.  Local 
manufacturing  processes  may  utilize  highly  toxic  chemicals,  thus  individual  poison  centers 
may  be  uniquely  prepared  in  the  management  of  hydrogen  sulfide  exposures  near 
petroleum  industries,  or  the  management  of  exposure  to  products  predominantly  used  in 
limited  regions  of  the  U.S.,  such  as  certain  agricultural  pesticides. 

3)  Operational  inefficiencies  would  occur  in  a  very  large  poison  center  due  to  duplication  of 
cases,  leading  to  skewed  data  and  increased  costs  per  call.  In  a  smaller  center  it  is  easy 
to  tell  when  mom  at  work,  dad  at  home,  concerned  neighbor,  worried  grandparent, 
pediatrician,  and  emergency  physician.. .are  all  on  different  lines  calling  the  same  poison 
center  about  the  same  child. 

4)  Public  and  professional  education  occur  at  a  local  level.  These  activities  are  hampered 
when  the  staff  with  expertise  in  toxicology  (the  poison  center  staff)  are  not  within 
geographic  proximity.  Substantial  training  benefits  are  recognized  for  emergency  medicine 
and  pediatrics  residents,  medical  students,  pharmacy  students,  and  nursing  students  given 
the  opportunity  to  rotate  through  a  poison  center. 

5)  The  advancement  of  our  knowledge  of  clinical  toxicology,  discovery  of  new  antidotes,  and 
surveillance  efforts  depend  on  a  critical  mass  of  clinical  and  medical  toxicologists  in  the 
U.S.  As  with  medical  schools  and  research  facilities,  the  presence  of  multiple  facilities 
allows  creativity  and  competition,  both  of  which  enhance  the  quality  of  care  and  the 
progress  of  research. 


WHAT  OPTIONS  EXIST  TO  GUARANTEE  ACCESS 
TO  QUALITY  POISON  CONTROL  SERVICES  FOR  ALL  AMERICANS? 

The  American  Association  of  Poison  Control  Centers  spearheaded  the  process  of  regionalization 
of  poison  centers  with  development  of  operational  standards  to  optimize  quality  of  service,  as  well 
as  efficiency  (see  Appendix  A).  The  AAPCC  standards  and  criteria  for  regional  poison  centers 
have  been  a  driving  force  for  this  process  whereby  smaller  poison  centers  have  discontinued 
services  and  consolidated  into  more  highly  sophisticated  programs.    Certified  poison  centers 
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operate  most  efficiently  when  serving  a  population  ranging  from  one  to  ten  million  people.  (This 
is  based  on  more  than  ten  years  of  comparative  analyses  of  the  costs  of  operating  regional  and 
nonregional  poison  centers  which  served  various  sizes  of  population.)  Poison  centers  serving 
larger  geographic  regions  don't  appear  to  reduce  per-case  costs,  have  poorer  utilization  of 
services,  and  have  greater  difficulty  interfacing  with  local  emergency  health  care  systems. 

The  AAPCC  recognizes  that  the  achievement  of  the  Healthy  People  2000  goals  as  established 
by  the  United  States  Department  of  Health  and  Human  Services,  with  respect  to  unintentional 
injuries  and  poisoning,  will  depend  on  establishing  access  to  certified  regional  poison  center 
services  for  all  Americans.  Attaining  the  Healthy  People  2000  goals  concerning  the  reduction  of 
nonfatal  poisonings  and  emergency  department  treatments  will  have  a  direct  correlation  with  the 
availability  of  these  certified  regional  poison  center  services.  Unfortunately,  the  availability  of 
certified  regional  poison  center  services  in  the  U.S.  will  continue  to  diminish  unless  a  more  stable 
funding  source  can  be  established. 

It  has  been  suggested  that  poison  centers  should  directly  charge  its  callers  for  emergency  advice. 
This  cannot  be  universally  implemented,  as  indigent  patients  would  then  not  receive  emergency 
advice.  The  AAPCC  has  adopted  a  standard  that  prohibits  direct  patient  billing  or  pay  for  call 
services  (i.e.,  900  or  976  number).  The  reasons  for  this  are: 

1 )  A  fee  for  PCC  consultations  would  be  expected  to  markedly  impede  poison  center  access 
in  emergency  situations,  and  would  therefore  be  expected  to  cause  an  increase  in 
poisoning  morbidity  and  mortality  due  to  delayed  institution  of  appropriate  medical 
intervention. 

2)  Such  a  impediment  to  access  would  defeat  the  poison  centers  ability  to  limit  unnecessary 
emergency  department  and  physician  visits,  thereby  increasing  health  care  costs  for 
poisonings. 

3)  Many  families  have  blocked  pay-for-call  exchanges  on  their  home  telephones.  These 
families  would  have  no  poison  center  access.  Callers  from  hotels,  public  telephones  or 
schools  would  also  have  no  poison  center  access. 

4)  Poison  center  liability  may  increase  as  Good  Samaritan  or  similar  legislation  would  no 
longer  apply. 

5)  Emergency  ambulance  or  9-1-1  utilization  would  increase,  impairing  the  ability  of 
emergency  services  and  9-1-1  dispatchers  to  respond  to  other  medical  emergencies. 

The  major  impediment  preventing  the  development  of  a  nationwide  poison  center  system  is  the 
lack  of  a  uniform  and  economically  realistic  means  for  funding  poison  center  operations.  The 
immediate  priority  should  be  preventing  further  deterioration  of  poison  center  services.  The 
ultimate  goal  should  be  to  expand  certified  regional  poison  center  services  to  all  areas  within  the 
United  States.  It  is  our  opinion  that  the  need  for  a  uniformly  established  and  regulated  poison 
control  center  network  could  only  be  brought  to  fruition  with  funding  mandated  by  the  federal 
government.  Poison  centers  provide  an  essential  public  health  service,  and  there  is  an  unmet 
need  for  federal  government  assistance  in  the  optima)  provision  of  this  service.  The  AAPCC 
suggests  the  following  specific  strategies: 
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AAPCC  SUGGESTED  SOLUTIONS 

1)  Designation  of  a  federal  lead  agency  responsible  for 

a)  Monitoring  of  the  progress  towards  achievement  of  service  and  health  care  impact  goals 
for  poisoning. 

b)  Administration  of  federal  funding  programs  for  poison  center  operations. 

In  "Healthy  people  2000  Review  1992",  the  Centers  for  Disease  Control  and  Prevention  was 
noted  as  a  potential  lead  agency  for  the  priority  areas  of  clinical  preventive  services  and 
surveillance  in  data  systems  as  per  "Healthy  people  2000  Review  1 992".  (It  must  be  hoped  that 
the  United  States  Consumer  Product  Safety  Commission  would  continue  its  enforcement  of  the 
Poison  Prevention  Packaging  Act.) 

To  further  attain  this  goal  will  require  identification  of  new  sources  of  funding  for  poison  center 
operations  and/or  the  consolidation  and  augmentation  of  existing  federal  funding  sources  for 
poison  center  operations.  Any  funding  programs  established  should  be  developed  in  such  a  way 
as  to  allow  the  funding  methodology  to  be  incorporated  into  the  framework  of  any  future  health 
care  reform  packages.  We  must  also  encourage  states  and  local  regions  to  continue  their  current 
level  of  support  and  establish  a  partnership  with  the  federal  government.  Funds  should  be  linked 
to  the  cost  of  operations  to  deliver  a  national  standard  of  care  and  be  proportionate  to  the 
population  served  by  poison  centers. 

2)  Consider  the  following  funding  alteratives  for  poison  control  centers.  These  funding  options 
are  based  on  the  premise  that  an  investment  for  poison  center  services  will  provide  a  return  that 
is  at  least  four-fold  in  health  care  cost  savings. 

a)  Assessment  on  public  and  private  health  care  insurers:  Recognizes  that  health  care 
insurers  benefit  from  considerable  savings  from  the  work  of  poison  centers.  Reimbursement 
of  costs  to  operate  poison  centers  can  be  obtained  by  allowing  groups  of  affiliated  hospitals 
within  a  region  served  by  regional  poison  centers  to  raise  their  reimbursement  rates  by  an 
amount  calculated  by  the  state  health  department  to  reimburse  the  operating  costs  of  regional 
centers.  Alternatively,  reimbursement  charges  for  commodities  or  services  such  as 
immunization  may  be  adjusted  to  cover  the  operating  costs  for  regional  poison  centers.  It 
would  also  be  possible  to  mandate  that  the  poison  center  call  be  considered  an  insurance 
benefit  under  health  care  service  plans  or  to  require  that  health  insurance  carriers  pay  a  per 
enrollee  fee  to  operate  poison  centers. 

b)  Telephone  surcharge/tariff:  Recognizes  that  the  primary  access  point  to  poison  centers 
is  the  telephone  and  that  poison  centers  decrease  the  burden  and  costs  of  9-1-1  systems  or 
other  emergency  dispatch  services.  Currently,  the  state  of  Texas  has  approved  a  surcharge 
on  all  intrastate  long  distance  telephone  calls.  Alternatively,  a  federal  surcharge  on  interstate 
long  distance  phone  calls  could  be  levied  to  support  the  cost  of  poison  center  services. 

c)  Birth  Certificate  surcharge:  Recognizes  that  the  primary  patient  population  served  by 
poison  centers  is  young  children.  A  surcharge  might  be  imposed  on  the  cost  of  birth 
certificates  issued  within  a  poison  centers  designated  region.  The  state  health  department 
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in  each  region  would  be  responsible  for  overseeing  the  adjustment  of  costs  for  birth 
certificates  and  regulating  the  flow  of  funds  back  to  regional  centers. 

d)  Medicaid/Federal  Match  Program:  Recognizes  that  poison  centers  provide  considerable 
cost-savings  to  the  Medicaid  program  and  this  is  currently  a  source  of  a  small  amount  of 
federal  money  to  fund  poison  center  operations.  If  the  Medicaid  program  is  restructured 
under  health  care  reform,  a  federal  matching  program  should  be  continued  and  extended  to 
all  states  consistent  with  the  disproportionate  care  program  currently  in  place.  A  match 
program  establishes  a  clear  partnership  and  provides  an  incentive  for  state  participation.  It 
is  of  note  that  reimbursement  through  the  current  Medicaid/Federal  Match  Program  is  not 
available  to  all  poison  centers  due  to  variations  in  local  laws  and  levels  of  indigent  care 
provided  by  affiliated  hospitals. 

e)  Federal  Block  Grants:  Recognizes  that  block  grant  monies  have  been  diverted  to 
salvage  poison  center  operations  and  may  be  considered  as  a  interim  solution  to  stabilized 
poison  center  operations  to  allow  for  the  establishment  of  an  on-going  and  equitable  funding 
base. 

f)  Mandated  Poison  Center  Funding  under  Health  Care  Reform:  Recognizes  the  public 
health  impact  and  under  health  care  reform  requires  that  any  health  care  alliance  provide 
funding  on  a  per  capita  basis  to  each  person  participating  in  the  alliance. 

The  American  Association  of  Poison  Control  Centers  supports  the  national  coordination  of  poison 
centers  and  is  committed  to  the  most  cost-effective  delivery  of  services.  Any  funding  program 
established  with  Federal  support  or  mandate  should  have  firm  accountability  requirements  with 
the  submission  of  annual  progress  and  impact  reports  to  Congress. 
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Table  1 :   Sources  of  Funding  for  38  Certified  Regional  Poison  Centers 
Source:   AAPCC  1993  Survey  of  Poison  Centers 

Source 

Amount  ($) 

Percentage 

Category 
Percentage 

Direct  expenses 

Federal 

707,000 

2.2 

22 

Medicaid 

1 ,888,000 

5.9 

59 

State 

Direct 

7,027,332 

21  9 

378 

Through  state-funded  university 

5,104,905 

15.9 

County 

Direct 

1,183,662 

3.7 

9.1 

Through  county  hospital 

1,729,619 

5.4 

City 

Direct 

500,000 

1.6 

1.6 

Through  city  hospital 

0 

0.0 

Subtotal,  government  support 

18,140,518 

56.5 

565 

Private  hospital 

4.235,330 

13.2 

132 

Donations 

Unspecified 

592.354 

1.8 

5.0 

Individuals 

219.456 

0.7 

Corporations 

491,504 

1.5 

Community  service  organizations 

295.907 

0.9 

Grants 

439.660 

1.4 

1.4 

Industry  contracts 

1 .080.453 

34 

34 

Other  health  care  facilities  and  member  hospitals 

2.270.673 

7.1 

7.1 

Other 

4,354,729 

13.6 

136 

Subtotal  direct  expenses 

32. 120.584 

100.0 

1000 

Indirect  expenses  (30%) 

9,636,175 

Total 

41,756,759 

Estimated  total  required  to  achieve  penetrance  of  15 
exposures  per  1,000  population  in  area  served  by 
these  38  centers 

59,313,578 

Estimated  total  required  to  achieve  penetrance  of  15 
calls  per  1,000  population  for  entire  United  States 

110,642,637 

ff=a^=»M 

Indirect  expenses  have  not  been  included  in  the  percentage  columns. 

Total  FTEs  answering  emergency  poison  information  calls  in  these  centers:  392.53 

Total  1992  volume  of  human  exposures  reported  by  these  centers:  1.426,544 

Total  population  served  by  these  centers  (based  on  1991  US  census  figures):  135,150, 

Average  penetrance  (calls/1000  population):  10.56 

Average  total  cost  per  exposure:  $29.27 

Average  direct  cost  per  exposure:  $22.52 

Average  human  exposure  to  FTE  ratio:  3,634 
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Table  2:   Sources  of  Funding  for  72  U.S.  Poison  Centers 
Source:   AAPCC  1993  Survey  of  Poison  Centers 

So  tire* 

Amount 

Percentage 

Category 
Percentage 

Direct  expenses 

Federal 

743.000 

1.6 

16 

Medicaid 

2,758.000 

5.9 

5.9 

State 

Direct 

12.303.808 

26.4 

43.4 

Through  state-funded  university 

7.934.325 

17.0 

County 

Direct 

1,284.162 

2.8 

65 

j 

Through  county  hospital 

1.729.619 

3.7 

City 

Direct 

511,557 

1.1 

1.6 

Through  city  hospital 

250,000 

0.5 

Subtotal,  government  support 

27,514,471 

59.0 

590 

Private  hospital 

7.814,031 

16.8 

16.8 

Donations 

Unspecified 

592,354 

1.3 

42 

Individuals 

287.978 

0.6 

Corporations 

533.854 

1.1 

Community  service  organizations 

551.195 

1.2 

Grants 

532.160 

1.1 

1.1 

Industry  contracts 

1.205.953 

2.6 

26 

Other  health  care  facilities  and  member  hospitals 

2,525.293 

5.4 

54 

Other 

5.084.299 

10.9 

109 

j    Subtotal  direct  expenses 

46,647.588 

100.0 

100  0 

J  Indirect  expenses  (30%) 

13.992,476 

1   Total 

60,634,064 

Indirect  expenses  have  not  been  included  in  the  percentage  columns. 


Total  FTEs  answering  emergency  poison  information  calls  in  these  centers:  605.55 

Total  1 992  volume  of  human  exposures  reported  by  these  centers:  2.093,853 

Total  population  served  by  these  centers  (based  on  1991  US  census  figures):  217,252 

Average  penetrance  (calls/1000  population):  9.64 

Average  cost  per  exposure:  $28.96 

Direct  cost  per  exposure:  $22.28 

Average  human  exposure  to  FTE  ratio:  3,458 
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Tabla  3:   Raaulta  of  tha  1993  AAPCC 

Survey  of  Poison  Centers 

H 

Certified 

Non-certlfled 

All  centers 

Centers 

centers 

Percentage  of  medical  director's  time  allotted  to  poison  center 

(N 

=  38) 

(N  =  32) 

(N  =  70)  I 

activities  (where  there  is  a  medical  director)1 

Highest 

100 

70 

100 

Lowest 

5 

5 

5 

Average 

45 

24 

36 

Managing  director  on  staff 

32 

28 

60 

Managing  director  ABAT  diplomate 

20 

7 

27 

Percentage  of  managing  director's  time  allotted  to  poison  center 

(N 

=  32) 

(N  -  28) 

(N  =  60) 

activities  (where  there  is  a  managing  director) 

Highest 

100 

100 

100 

Lowest 

30 

3 

3 

Average 

89 

65 

78 

Educational  background  of  the  managing  director 

Pharmacist  -  PharmD 

18 

8 

26 

Pharmacist  -  MS 

2 

2 

Pharmacist  ■  BS 

4 

9 

13 

Pharmacologist  •  PhD 

2 

2 

Nurse  -  MS 

0 

1 

Nurse  -  BS 

3 

3 

Other 

3 

3 

Number  of  specialists  in  poison  information  (FTEs)* 

Highest 

21.5 

23.2 

23  2 

Lowest 

40 

.5 

5 

Average 

10.3 

6.3 

84 

Number  of  specialists  in  poison  information  (FTEs)  certified  by 

AAPCC 

Highest 

12.0 

8.0 

120 

Lowest 

2.0 

0 

0 

Average 

6.1 

1.8 

4  1 

Percentage  of  specialists  in  poison  information  (FTEs)  certified 

by  AAPCC 

Highest 

100 

75 

100 

Lowest 

12 

0 

0 

Average 

63 

27 

46 

Human  exposure  cases  per  specialist  in  poison  information  FTE 

for  1992 

Highest 

7.537 

11,300 

11.300 

Lowest 

1.540 

508 

SOS 

Average 

3.694 

3.477 

3591 
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Table  3:    Results  of  the  1993  AAPCC  Survey  of  Poison  Centers 


Certified 

Non-certlfled 

All  centers 

Center* 

centers 

0 

1 

1 

2 

8 

10 

10 

10 

20 

11 

7 

18 

10 

2 

12 

3 

1 

4 

1 

1 

2 

1 

4 

5 

3.694  + 

1.310 

3.477  +  2.344 

3.591   + 

1.861 

30 

22 

52 

(N 

=  30) 

(N 

=  22) 

(N 

=  52) 

2.0 

2.8 

28 

.1 

.1 

1 

.7 

8 

7 

SPI 

CSPI 

SPI 

CSPI 

SPI 

CSPI 

1850 

200 

398 

1.00 

22  48 

300 

10.40 

5.00 

7.00 

0 

17  40 

500 

30.10 

22.60 

11  00 

4.20 

41.10 

28  80 

2.50 

1.50 

300 

250 

550 

400 

86.50 

63.90 

50  20 

22.20 

136.70 

86  10 

7.75 

3.50 

0 

0 

7.75 

3  50 

9.50 

6.50 

1.55 

0 

11.05 

650 

103.25 

65  33 

31.25 

590 

134.50 

71  23 

41.00 

2430 

2495 

9.50 

65.95 

33  80 

48  63 

31.08 

32  60 

12.40 

79.23 

43  48 

27  30 

780 

42  76 

350 

70.06 

11  30 

Human  exposure  cases  per  specialist  in  poison  information  FTE 
for  1992 

0  -  999 

1000-  1999 

2000  -  2999 

3000  -  3999 

4000  -  4999 

5000  -  5999 

6000  -  6999 

7000  + 

Mean  ±  SO 

Center  has  staff  member  dedicated  to  community  education 

FTEs  devoted  to  community  education 
Highest 
Lowest 
Average 

Educational  background  of  specialists  in  poison  information 
(totals  for  all  centers) 

M0 

Pharmacist  -  unspecified 

Pharmacist  -  PharmD 

Pharmacist  -  MS 

Pharmacist  -  BS 

Nurse  -  unspecified 

Nurse  -  MS 

Nurse  -  BS 

Nurse  -  AA 

Nurse  -  Diploma 

Other 

Specialists  in  poison  information  are  required  to  take  the  AAPCC 
certification  exam 

Passing  the  AAPCC  certification  exam  is  a  condition  of 
employment  for  specialists  in  poison  information 

Number  of  attempts  allowed  before  termination  (where  passing 
is  required) 

Highest 

Lowest 

Average 

Number  of  centers  receiving  non-medicaid  federal  support7 

Amount  of  non-medicaid  federal  support 
Highest 
Lowest* 
Average" 

Non-medicaid  federal  support  as  %  of  total  direct  funding 
Highest 
Lowest 
Average 

Number  of  centers  receiving  medicaid' 


37 


20 


(N  =  37) 
3 
2 
2 


(N  =  4) 

407.000 

75.000 

176.750 


19 


(N 


=  4) 

53 

9 

22 


(N  =  19) 
3 
2 
3 

1 

(N  =  1) 
36.000 
38.000 
36.000 

(N  =  1) 
15 
15 
15 


Sfl 


?8 


(N  =  56) 
3 
2 
2 


(N  =  5) 

407  000 

36.000 

148  800 


(N 


21 
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Table  3:   Results  of  the  1 993  AAPCC 

Survey  of  Poison  Centers 

Certified 

Non-certlfled 

All  centers 

Centers 

centers 

Number  of  centers  responding' 

38 

34 

72 

Center  designated  by  a  government  agency 

37 

26 

63 

Poison  center  legislation  is  in  effect  in  the  state 

23 

12 

35 

Center  is  approved  under  the  legislation 

21 

11 

32 

Population  served  by  the  center2 

Highest 

8.223.451 

7.517,247 

8,223,451 

Lowest 

1 .004.327 

286,978 

286.978 

Average 

3,565.583 

2.414.773 

3.017.395 

Number  of  human  exposure  cases  in  1 992 

Highest 

77.835 

85,758 

85,758 

Lowest 

1 1 .970 

2.132 

2.132 

Average 

37.541 

19.627 

29.081 

Penetrance  for  1992  (human  exposures  per  1.000  population) 

Highest 

26.97 

19.24 

2697 

Lowest 

594 

2.40 

2  40 

Average 

1056 

8.13 

964 

Direct  cost  per  human  exposure  case 

Highest 

$51.33 

$78.96 

$78  96 

Lowest 

13.04 

4.99 

499 

Average 

22  52 

21.76 

22  28 

Total  cost  per  human  exposure  case  (assuming  30%  indirect 

cost) 

Highest 

$66.73 

$102.65 

$102  65 

Lowest 

16.95 

6.49 

6  49 

Average 

29.28 

28.29 

28  98 

Institutional  affiliation 

University  medical  center 

13 

17 

30 

University-affiliated  municipal  hospital  (city  or  county) 

8 

1 

9 

Municipal  hospital  with  no  university  affiliation 

1 

0 

1 

University-affiliated  community  hospital 

8 

8 

16 

Community  hospital  with  no  university  affiliation 

2 

4 

6 

Other 

6 

4 

10 

Hospital  affiliation1 

State  supported 

12 

10 

22 

Municipally  operated  (city  or  county) 

8 

1 

9 

Private,  nonprofit 

20 

24 

44 

None 

1 

0 

1 

Medical  director  is  on  staff 

38 

32 

70 

Medical  director  is  ABMT  diplomate 

26 

9 

35 

Medical  director's  primary  board  certification' 

Pediatrics 

17 

14 

31 

Emergency  Medicine 

18 

16 

34 

Internal  Medicine 

8 

3 

11 

Other 

1 

2 

3 
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Table  3:    Results  of  the  1993  AAPCC  Survey  of  Poison  Centers 


Certified 

Non-certlfled 

All  center* 

Center* 

center* 

(N  =  4) 

(N  =  3) 

(N  =  T, 

910.000 

370.000 

910.000 

100.000 

240.000 

100,000 

472.000 

290.000 

394.000 

(N  =  4) 

(N  =  3) 

(N  =  7) 

65 

74 

74 

13 

36 

13 

46 

47 

46 

21 

15 

36 

(N  =  21) 

(N  =  15) 

(N  =  36) 

1.001.250 

2.100.000 

2.100.000 

21.000 

20.000 

20.000 

334.635 

351,765 

341.772 

(N  =  21) 

(N  =  15) 

(N  =  36) 

99 

100 

100 

3 

5 

3 

37 

64 

46 

12 

10 

22 

(N  =  12) 

(N  =  10> 

(N  ■  22) 

1.003.229 

564.000 

1.003.229 

74.000 

30.000 

30.000 

425.409 

282.942 

360.651 

(N  =  12) 

(N  =  10) 

(N  =  22) 

100 

100 

100 

6 

9 

6 

55 

64 

56 

Amount  of  medicaid  support 
Highest 
Lowest* 
Average* 

Medicaid  support  as  a  percentage  of  total  direct  funding 
Highest 
Lowest 
Average 

Number  of  centers  receiving  direct  state  support 

Amount  of  direct  state  support 
Highest 
Lowest 
Average 

Direct  state  support  as  a  percentage  of  total  direct  funding 
Highest 
Lowest 
Average 

Number  of  centers  receiving  support  through  state  university 

Amount  of  state  university  support 
Highest 
Lowest 
Average 

State  university  support,  as  a  percentage  of  total  direct  funding 
Highest 
Lowest 
Average 

Total  number  of  centers  receiving  state  support,  directly  or 
through  state  university 


29 


24 


S3 


Total  state  support 
Highest 
Lowest 
Average 

(N  =  27) 

1 .003.229 

21.000 

449.342 

(N  =  24) 

2.100.000 

20.000 

337.746 

(N  -  51) 

2.100.000 

20.000 

396.826 

Total  state  support  as  a  percentage  of  total  direct  support 
Highest 
Lowest 
Average 

<N  =  27) 

100 

3 

52 

(N  =  24) 

100 

5 

66 

(N-51) 

100 

3 

57 

Number  of  states  providing  support'0 

19 

20 

36 

Total  number  of  centers  receiving  county  support,  directty  or 
through  county  hospital 

7 

2 

9 

Total  county  support 
Highest 
Lowest 
Average 

(N-7) 

790.000 

65.000 

416.183 

(N-2) 
65.500 
15.000 
50.250 

(N  »9) 

790.000 

15.000 

334  865 
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Table  3:    Results  of  the  1993  AAPCC  Survey  of  Poison  Contort 


Certified        Non-certlfled  All  cantor* 

Centers  centers 


Total  county  support  as  a  percentage  of  total  direct  support  (N  =  7)  (N  =  2)  (N  =  9) 

Highest  67  32  87 

Lowest  5  5  5 

Average  43  17  40 

Total  number  of  centers  receiving  city  support,  directly  or  13  4 
through  city  hospital 

Total  city  support  (N  =  1)  (N  =  3)  (N  =  4) 

Highest  500.000  250,000  500.000 

Lowest  500.000  1.557  1.557 

Average  500.000  87.186  190.389 

Total  city  support  as  a  percentage  of  total  direct  support  (N  =  1)  (N  =  3)  (N  =  4) 

Highest  37  100  100 

Lowest  37  1  1 

Average  37  32  35 

Number  of  centers  receiving  support  from  a  private  hospital  15  17  32 

Amount  of  private  hospital  support  (N  =  15)  (N  =  17)  (N  =  32) 

Highest  651.000  450.000  651.000 

Lowest  63.700  35.000  35.000 

Average  262.355  210.512  244.186 

Private  hospital  support  as  a  percentage  of  total  direct  funding  (N  =  15)  (N  =  17)  (N  =  32) 

Highest  100  100  100 

Lowest  7  3  3 

Average  35  46  40 

Number  of  centers  receiving  donations  from  individuals"  13  10  23 

Amount  of  support  from  donations  from  individuals  (N  =  13)  (N  =  10)  (N  =  23) 

Highest  90.000  33.072  90.000 

Lowest  500  50  50 

Average  16.661  6.852  12.521 

Donations  from  individuals  as  a  percentage  of  total  direct  (N  =  13)  (N  =  10)  (N  =  23) 

funding 

Highest  10  10  10 

Lowest  <1  <1  <i 

Average  2  1  2 

Number  of  centers  receiving  corporate  donations  6  7  1 5 

Amount  of  support  from  corporate  donations 
Highest 
Lowest 
Average 

Corporate  donations  as  a  percentage  of  total  direct  funding 
Highest 
Lowest 
Average 

Number  of  centers  receiving  donations  from  community  service  6  7  13 

organizations 


(N-8) 

(N-7) 

(N  -  15) 

230.000 

15.000 

230.000 

2.000 

100 

100 

61.436 

6,050 

35.590 

(N  =  8) 

(N  =  7) 

(N  -  15) 

46 

5 

46 

<1 

<1 

<1 

8 

<1 

5 
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Table  3:    Results  of  the  1993  AAPCC  Survey 

of  Poison  Centers 

Certified 

Non-certified 

All  centers 

Centers 

centers 

Amount  of  support  from  donations  from  community  service 

(N  =6) 

(N  =  7) 

(N  =  13) 

organizations 

Highest 

120.000 

149,205 

149.205 

Lowest 

3.600 

383 

383 

Average 

49,318 

36,470 

42.400 

Donations  from  community  service  organizations  as  a 

(N  =  6) 

(N  =  7) 

(N  =  8) 

percentage  of  total  direct  funding 

Highest 

15 

45 

45 

Lowest 

<1 

<1 

<1 

Average 

6 

10 

8 

Number  of  centers  receiving  grants 

8 

4 

12 

Amount  of  support  from  grants 

(N  =  8) 

(N  =  4) 

(N  =  12) 

Highest 

250.000 

52.000 

250.000 

Lowest 

2,500 

8.500 

2.500 

Average 

54,958 

23.125 

44.347 

Grants  as  a  percentage  of  total  direct  funding 

(N  =  8) 

(N  =  4) 

(N  =  12) 

Highest 

36 

7 

38 

Lowest 

<1 

<1 

<1 

Average 

7 

2 

5 

Number  of  centers  with  industry  contracts'3 

13 

9 

22 

Amount  received  from  industry  contracts 

(N  =  13) 

(N  =  9) 

(N  =  22) 

Highest 

300.000 

40,000 

300.000 

Lowest 

2.000 

3,000 

2.000 

Average 

83.112 

13,944 

54.816 

Industry  contracts  as  a  percentage  of  total  direct  funding 

(N  =  13) 

(N  =  9) 

(N  =  22) 

Highest 

34 

7 

34 

Lowest 

<1 

1 

<1 

Average 

10 

2 

7 

Number  of  centers  receiving  support  from  health  care  facilities 

11 

4 

'5 

other  than  the  one  with  which  the  center  is  affiliated 

Amoui  -i  of  support  from  other  health  care  facilities 

(N  =  11) 

(N  =  4) 

(N  =  15) 

Highest 

1 .049.770 

175,000 

1.049.770 

Lowest 

27.329 

3.620 

3.620 

Average 

206.425 

63.655 

168.353 

Support  from  other  health  care  facilities  as  a  percentage  of  total 

(N  =  11) 

(N  =  4) 

(N  =  15) 

direct  funding 

Highest 

56 

33 

58 

Lowest 

3 

2 

2 

Average 

22 

16 

21 

Total  direct  funding 

Highest 

1.873.770 

2.189.350 

2.189.350 

Lowest 

261.861 

35.000 

35000 

Average 

I'                                            «.                                                                            = 

845,279 

427.088 

647.800 

1  Eighty-six  centers  were  surveyed   Eighty-four  centers  responded   Only  the  72  centers  reporting  designated  staff  and  budgets 
are  included  in  the  survey  results 

'  Populations  co-served  by  multiple  centers  were  divided  equally  among  the  respective  centers. 
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*  Some  centers  reported  multiple  affiliations. 

4  One  regional  center  reported  two  medical  directors.   Several  medical  directors  reported  multiple  certifications. 

5  One  regional  center  reported  a  5%  commitment  from  the  medical  director    That  center  has  since  been  decertified 

6  FTE  (Full  Time  Equivalent)  is  defined  as  40  hours  per  week 
'  All  funding  figures  apply  to  direct  funding 

*■*  Throughout,  "Lowest"  and  "Average"  exclude  centers  that  do  not  receive  any  funding  from  the  source  in  question 

'°  Five  states  provide  funding  to  both  regional  and  non-regional  centers. 

"  Several  centers  listed  donations  not  identified  as  individual,  corporate  or  community  service  organizations.  These  have  been 
excluded  from  this  table. 

12  Does  not  include  all  cases  in  which  contract  services  are  provided  but  are  considered  by  the  institution  as  separate  from  the 
poison  center  itself. 
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Appendix  A:  Certification 

Certification  processes  have  been  established  for  poison  centers  and  for  poison  center  staff.  By 
1 978,  the  American  Association  of  Poison  Control  Centers  developed  criteria  for  the  certification 
of  regional  poison  centers,  thereby  establishing  minimal  criteria  for  certification  and  setting  a 
national  standard  for  poison  control  services.  Other  certification  processes  focused  on  the 
certification  of  poison  center  staff,  including  those  health  professionals  (predominantly  nurses  and 
pharmacists)  who  staff  the  phones  of  poison  centers,  physician  toxicologists  who  provide  back-up 
for  these  staff,  and  nonphysician  clinical  toxicologists  who  often  serve  as  the  managing  directors 
of  today's  poison  centers. 

Current  criteria  for  certification  of  regional  poison  centers  include: 

1)  24-hour  operations  every  day,  providing  services  for  both  the  public  and  health 
professionals; 

2)  state  designation  of  a  service  region,  evidence  of  adequate  service  throughout  this 
region,  including  evidence  of  unimpeded  telephone  access  and  utilization  by  all 
geographic  sections  of  the  region  no  matter  how  remote,  a  population  base  of  1  to  10 
million,  and  call  volume  of  at  least  10,000  human  exposure  cases  annually; 

3)  maintenance  of  comprehensive  toxicology  information  resources  including  computerized 
databases,  reference  texts,  journal  articles,  and  on-call  specialty  consultants  (such  as 
mycologists  for  mushroom  identification  and  experts  in  such  diverse  areas  as  snake 
envenomations  and  heavy  metal  poisonings); 

4)  presence  of  a  medical  director,  preferably  certified  by  the  American  Board  of  Medical 
Toxicology,  for  back-up  consultation  on  difficult  cases,  quality  assurance,  and 
development  of  operational  guidelines; 

5)  presence  of  a  managing  director,  preferably  certified  by  the  American  Board  of  Applied 
Toxicology; 

6)  24-hour  on-site  staffing  by  specialists  in  poison  information  who  are  health 
professionals  (usually  registered  nurses  or  pharmacists).  Certification  as  specialists 
in  poison  information  is  required  within  2  years  of  being  hired.  (See  below:  Criteria  for 
Certification  of  Specialists  in  Poison  Information.)  Each  specialist  must  be  100% 
dedicated  to  poison  center  activities  when  working  in  the  center,  not  answering  calls 
while  managing  patients  in  an  emergency  department  or  preparing  medications  in  a 
hospital  pharmacy. 

7)  a  comprehensive  education  program  for  health  care  professionals  in  the  management 
of  poisoned  patients  must  be  in  place,  including,  for  example,  training  of  residents  in 
emergency  medicine  and  pediatrics,  training  of  medical,  nursing  and  pharmacy 
students,  and  training  of  emergency  department  and  intensive  care  unit  physicians  and 
nurses. 

8)  a  comprehensive  public  education  effort  in  poison  prevention  and  poison-center 
awareness; 


9)  a  working  relationship  with  and  understanding  of  all  regional  medical  treatment 
facilities,  analytic  toxicology  services,  and  emergency  medical  services  systems, 
including  knowledge  of  their  capabilities  and  limitations;  and 

1 0)  participation  in  the  American  Association  of  Poison  Control  Centers  Toxic  Exposure 
Surveillance  System.  This  is  the  only  nationwide  poisoning  surveillance  system,  and 
it  allows  prompt  detection  of  hazards  before  needless  injuries  occur.  This  system 
currently  includes  data  on  poisoning  exposures  reported  to  more  than  70  poison 
centers. 

There  are  currently  thirty-eight  certified  regional  poison  centers  in  the  United  States. 

Criteria  for  certification  of  specialists  in  poison  information  were  established  by  the  American 
Association  of  Poison  Control  Centers  in  1983.  To  be  eligible  for  certification,  the  specialist  in 
poison  information  must  have  worked  for  the  equivalent  of  at  least  one  full-time  year  in  a  poison 
center,  have  managed  at  least  2,000  emergency  phone  calls,  be  recommended  for  certification 
by  a  poison  center  medical  director,  and  pass  a  national  certifying  examination.  To  maintain 
certification,  these  specialists,  most  of  whom  are  registered  nurses  or  registered  pharmacists, 
must  maintain  employment  in  a  poison  center  and  re-take  and  pass  the  certifying  examination 
every  seven  years. 

There  are  currently  approximately  500  Certified  Specialists  in  Poison  Information  in  the  United 
States  and  Canada. 

Physician  toxicologists  are  certifieci  by  the  American  Board  of  Medical  Toxicology.  There  are 
currently  approximately  150  board-certified  medical  toxicologists  in  the  United  States. 

Nonphysician  toxicologists,  primarily  pharmacists  and  nurses,  are  certified  by  the  American 
Board  of  Applied  Toxicology.  The  credentialling  process  evaluates  a  potential  diplomate's 
background  as  it  relates  to  clinical  toxicology  and  poison  center  operations.  A  national  certifying 
examination  must  be  passed,  and  the  diplomate  must  be  re-certified  at  five-year  intervals. 

There  are  currently  forty-seven  board-certified  nonphysician  clinical  toxicologists  in  the  United 
States. 
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APPENDIX  B:  POISON  CENTERS  IN  CRITICAL  CONDITION 
Centers  Closed: 

UC  Irvine  Regional  Poison  Center,  California  --  closed  August  1,  1993 

Centers  Threatened  with  Imminent  Closure: 

National  Capital  Poison  Center,  Washington,  DC  --  June  1994 
Samaritan  Regional  Poison  Center,  Phoenix,  AZ  --  Spring  1994 
Arizona  Poison  and  Drug  Information  Center,  Tucson,  AZ  --  Spring  1994 
Fresno  Regional  Poison  Control  Center,  Fresno,  CA  --  Spring  1994 
Knoxville  Poison  Center,  Knoxville,  TN  --  1994 

Centers  Which  Faced  a  Budget  Cut  of  10%  or  more  in  1993: 

Arizona  Poison  and  Drug  Information  Center,  Tucson,  AZ 

Blodgett  Regional  Poison  Center,  Grand  Rapids,  Ml 

Blue  Ridge  Poison  Center,  Charlottesville,  VA 

Idaho  Poison  Center,  Boise,  ID 

Middle  Tennessee  Regional  Poison  and  Clinical  Toxicology  Center,  Nashville,  TN 

North  Texas  Poison  Center,  Dallas,  TX 

Palmetto  Poison  Center,  Columnbia,  SC 

Rocky  Mountain  Poison  and  Drug  Center,  Denver,  CO 

San  Diego  Regional  Poison  Center,  San  Diego,  CA 

Triad  Poison  Center,  Greensboro,  NC 

University  of  Wisconsin  Hospital  Regional  Poison  Center,  Madison,  Wl 
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APPENDIX  C 

AMERICAN  ASSOCIATION  OF  POISON  CONTROL  CENTERS 
1994  MEMBERS 

ALABAMA 

•  Alabama  Poison  Center,  Tuscaloosa 

•  Regional  Poison  Control  Center,  The  Children's  Hospital  of  Alabama,  Birmingham* 

ALASKA 

•  Anchorage  Poison  Control  Center 

ARIZONA 

•  Arizona  Poison  and  Drug  Information  Center,  Tucson* 

•  Samaritan  Regional  Poison  Center,  Phoenix* 

ARKANSAS 

•  Arkansas  Poison  and  Drug  Information  Center,  Little  Rock 

CALIFORNIA 

•  Fresno  Regional  Poison  Control  Center* 

•  Los  Angeles  Regional  Drug  and  Poison  Information  Center 

•  San  Diego  Regional  Poison  Center* 

•  San  Francisco  Bay  Area  Regional  Poison  Control  Center* 

•  Santa  Clara  Valley  Medical  Center  RegionalPoison  Center,  San  Jose* 

•  University  of  California,  Davis,  Medical  Center  Regional  Poison  Control  Center,  Sacramento* 

COLORADO 

•  Rocky  Mountain  Poison  and  Drug  Center,  Denver* 

CONNECTICUT 

•  Connecticut  Poison  Control  Center,  Farmington 

DISTRICT  OF  COLUMBIA 

•  National  Capital  Poison  Center* 

FLORIDA 

•  Florida  Poison  Information  Center  and  Toxicology  Resource  Center,  Tampa* 

•  Florida  Poison  Information  Center,  Jacksonville 

GEORGIA 

•  Georgia  Poison  Center,  Atlanta* 

HAWAII 

•  Hawaii  Poison  Center,  Honolulu 

IDAHO 

•  Idaho  Poison  Center,  Boise 
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ILLINOIS 

•  BroMenn  Poison  Control  Center,  Normal 

•  Chicago  and  Northeastern  Illinois  Regional  Poison  Control  Center 

•  Regional  Poison  Resource  Center  at  SwedishAmerican  Hospital,  Rockford 

•  St.  John's  Hospital  Regional  Poison  Resource  Center  for  Central  &  Southern  Illinois,  Springfield 

INDIANA 

•  Indiana  Poison  Center,  Indianapolis* 

IOWA 

•  Mid-Iowa  Poison  and  Drug  Information  Center,  Des  Moines 

•  Poison  Control  Center  at  The  University  oflowa  Hospitals  and  Clinics,  Iowa  City 

•  St.  Luke's  Poison  Center,  Sioux  City 

KANSAS 

•  Mid-America  Poison  Control  Center,  Kansas  City 

KENTUCKY 

•  Kentucky  Regional  Poison  Center  of  Kosair  Children's  Hospital,  Louisville 

LOUISIANA 

•  Louisiana  Drug  and  Poison  Information  Center,  Monroe 

•  Terrebonne  General  Medical  Center  Drug  and  Poison  Information  Service,  Houma 

MAINE 

•  Maine  Poison  Control  Center,  Portland 

MARYLAND 

•  Maryland  Poison  Center,  Baltimore* 

MASSACHUSETTS 

•  Massachusetts  Poison  Control  System,  Boston* 

MICHIGAN 

•  Bixby  Medical  Center  Poison  Center,  Adrian 

•  Blodgett  Regional  Poison  Center,  Grand  Rapids 

•  Poison  Control  Center  at  Children's  Hospital  of  Michigan,  Detroit* 

MINNESOTA 

•  Hennepin  Regional  Poison  Center,  Minneapolis* 

•  Minnesota  Regional  Poison  Center,  St.  Paul* 

MISSISSIPPI 

•  Forrest  General  Hospital,  Hattiesburg 

•  Mississippi  Regional  Poison  Control  Center,  Jackson 

MISSOURI 

•  Cardinal  Glennon  Children's  Hospital  Regional  Poison  Center,  St.  Louis* 

•  Children's  Mercy  Hospital,  Kansas  City 
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NEBRASKA 

•  The  Poison  Center,  Omaha* 

NEW  HAMPSHIRE 

•  New  Hampshire  Poison  Information  Center,  Lebanon 

NEW  JERSEY 

•  New  Jersey  Poison  Information  and  Education  System,  Newark* 

NEW  MEXICO 

•  New  Mexico  Poison  and  Drug  Information  Center,  Albuquerque* 

NEW  YORK 

•  Central  New  York  Poison  Control  Center,  Syracuse 

•  Finger  Lakes  Regional  Poison  Center,  Rochester 

•  Hudson  Valley  Poison  Center,  Nyack* 

•  Long  Island  Regional  Poison  Control  Center,  Mineola* 

•  New  York  City  Poison  Control  Center* 

•  Western  New  York  Regional  Poison  Control  Center,  Buffalo 

NORTH  CAROLINA 

•  Carolinas  Poison  Center,  Charlotte 

•  Catawba  Memorial  Hospital  Poison  Control  Center,  Hickory 

•  Duke  Poison  Control  Center,  Durham 

•  Triad  Poison  Center,  Greensboro 

NORTH  DAKOTA 

•  North  Dakota  Poison  information  Center,  Fargo 

OKLAHOMA 

•  Oklahoma  Poison  Control  Center,  Oklahoma  City 

OHIO 

•  Akron  Regional  Poison  Center 

•  Bethesda  Poison  Control  Center,  Zanesville 

•  Central  Ohio  Poison  Center,  Columbus* 

•  Cincinnati  Drug  &  Poison  Information  Center  and  Regional  Poison  Control  System* 

•  Firelands  Community  Hospital  Poison  information  Center,  Sandusky 

•  Greater  Cleveland  Poison  Control  Center 

•  Mahoning  Valley  Poison  Center,  Youngstown 

•  Medical  College  of  Ohio  Poison  and  Drug  Information  Center,  Toledo 

•  Northeast  Ohio  Poison  Education/Information  Center,  Canton 

OREGON 

•  Oregon  Poison  Center,  Portland* 

PENNSYLVANIA 

•  Central  Pennsylvania  Poison  Center,  Hershey* 

•  Lehigh  Valley  Hospital  Poison  Prevention  Program,  Allentown 
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•  Pittsburgh  Poison  Center* 

•  Poison  Prevention  Education  Center,  Danville 

•  The  Poison  Control  Center  serving  the  greater  Philadelphia  metropolitan  area* 

•  Regional  Poison  Prevention  Education  Center,  Altoona 

•  St.  Joseph  Hospital,  Lancaster 

RHODE  ISLAND 

•  Rhode  Island  Poison  Center,  Providence* 

SOUTH  CAROLINA 

•  Palmetto  Poison  Center,  Columbia 

SOUTH  DAKOTA 

•  McKennan  Poison  Control  Center,  Sioux  Falls 

•  Rapid  City  Regional  Poison  Center 

TENNESSEE 

•  Middle  Tennessee  Regional  Poison  and  Clinical  Toxicology  Center,  Nashville 

•  Southern  Poison  Center,  Inc.,  Memphis 

TEXAS 

•  Central  Texas  Poison  Center  at  Scott  and  White,  Temple 

•  Montgomery  County  Poison  Control  Center,  Conroe 

•  North  Texas  Poison  Center,  Dallas* 

•  Texas  State  Poison  Center,  Galveston* 

UTAH 

•  Utah  Poison  Control  Center,  Salt  Lake  City* 

VERMONT 

•  Vermont  Poison  Center,  Burlington 

VIRGINIA 

•  Blue  Ridge  Poison  Center,  Charlottesville* 

•  Virginia  Poison  Center,  Richmond 

WASHINGTON 

•  Central  Washington  Poison  Information  Center,  Yakima 

•  Washington  Poison  Center,  Seattle 

WEST  VIRGINIA 

•  West  Virginia  Poison  Center,  Charleston* 

WISCONSIN 

•  Poison  Center  of  Eastern  Wisconsin,  Milwaukee 

•  University  of  Wisconsin  Hospital  Regional  Poison  Center,  Madison 


'Certified  Regional  Poison  Center 
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Mr.  Towns.  Thank  you  very  much,  Dr.  Kearney.  Why  don't  I  just 
stay  with  you  since  you  are  the  last  speaker,  for  a  moment.  How 
many  poison  control  centers  are  there  in  the  United  States? 

Dr.  Kearney.  We  have  in  our  submitted  written  statement,  as  of 
1994,  87  poison  centers.  And  the  number  declined  from  1992  from 
100. 

Mr.  Towns.  How  many  poison  centers  are  certified? 

Dr.  Kearney.  There  are  38  certified  poison  centers,  and  in  the 
written  statement,  we  have  listed  all  the  poison  centers  by  State, 
put  an  asterisk  by  those  centers  that  are  certified,  so  that  you  can 
look  in  your  State  to  see  how  many  poison  centers  are  certified  and 
serving  your  residents. 

Mr.  Towns.  Is  there  any  difference  in  the  quality  of  service  be- 
tween a  certified  and  noncertified  center? 

Dr.  Kearney.  There  have  been  several  studies  to  address  that 
very  issue;  where  the  researchers,  for  instance,  have  called  certified 
and  noncertified  poison  centers  with  a  hypothetical  poisoning  and 
analyzed  their  response  to  the  situation. 

I  think  that  for  the  most  part  certified  centers,  by  the  nature  of 
having  more  fully  trained,  qualified,  supervised  people,  do  probably 
provide  a  better  quality  service.  The  other  issue  to  consider  is  the 
cost  to  operate  per  call  a  certified  regional  compared  to  a 
noncertified  center.  The  AAPCC  found  that  the  cost  was  com- 
parable, despite  the  fact  that  certified  regional  poison  centers  had 
a  much  broader  scope  of  expertise  and  were  able  to  deliver  a  lot 
more  calls  and  service. 

I  think  since  these  certified  regional  poison  centers  serve  larger 
geographic  areas  and  populations,  the  staff  become  very  proficient 
at  handling  the  calls.  Based  on  over  a  decade  of  experience  with 
certified  regional  poison  centers,  we  believe  that  this  is  probably 
one  of  the  ideal  models,  both  from  a  quality  of  service  standpoint, 
as  well  as  a  cost-per-call  standpoint. 

Mr.  Towns.  As  I  listen  to  the  testimony  from  various  members 
of  the  panel,  there  was  a  question  in  terms  of  funding,  and  I  think 
the  point  that  I  want  to  make  is  that  there  are  some  questions 
about  whether  or  not  you  would  even  be  funded.  I  think  that  when 
you  have  a  situation  like  that,  it  affects  the  ability  of  the  staff  to 
perform. 

How  many  of  these  centers  would  you  say  might  be  in  financial 
difficulty,  out  of  the  87  that  are  still  around? 

Dr.  Kearney.  Well,  in  our  written  statement  we  listed  and  item- 
ized a  group  of  5  poison  centers  that  were  threatened  with  immi- 
nent closure,  and  then  there  were  an  additional  11  centers  that 
had  been  faced  with  a  budget  cut  of  10  percent  or  more.  And  this 
was  in  1993.  It  doesn't  look  any  more  favorable  on  the  horizon  in 
the  next  year  or  two. 

I  will  tell  you  that  the  majority  of  poison  centers  are  on  very  ten- 
uous ground.  I  am  director  of  the  San  Francisco  poison  center.  We 
have  gone  through  the  same  scenario  as  was  mentioned  here  with 
Washington,  DC,  where  we  were  primarily  sponsored  by  a  county 
hospital  and  had  to  go  out  to  other  counties  to  see  whether  or  not 
they  would  help  absorb  some  of  the  losses  in  our  funding,  as  well 
as  the  State  backing  off  of  their  funding  support. 
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And  our  program,  which  has  been  in  existence  for  14  years,  is 
also  operating  on  a  year-by-year  basis.  So  for  most  of  us,  even  the 
larger  programs,  that  have  Ibeen  longstanding,  we  have  no  assur- 
ance that  we  are  going  to  be  there  over  the  next  year  or  two. 

And  hospitals,  as  they  are  bleeding  red  ink,  are  not  sure  that 
they  are  going  to  be  able  to  support  or  subsidize  general  public 
health  services  of  this  nature.  So  I  am  concerned  that  what  you  see 
here  may  actually  be  an  underrepresentation  of  the  number  of  cen- 
ters that  are  in  jeopardy  of  closing. 

I  believe  we  are  going  to  get  to  the  point  where  we  are  subject 
to  brinkmanship — where  you  have  to  get  to  the  situation  of  closing 
the  center  to  have  a  public  outcry  and  then  find  somebody  who  is 
going  to  fund  the  poison  center  by  whatever  means  possible.  The 
problem  is,  once  you  begin  that  cycle,  and  as  centers  lose  their  per- 
sonnel that  take  years  to  train,  it  is  difficult  just  to  start  up  again. 

So  you  may  find  yourself  in  a  situation,  for  instance,  as  in  Wash- 
ington, DC,  if  their  professional  and  trained  staff  leave,  and  all  of 
a  sudden  trie  money  becomes  available  at  a  later  date,  it  will  take 
years  to  restart  up  and  regenerate  the  program,  even  with  avail- 
able funding. 

Mr.  Towns.  Let  me — is  there  an  antidote?  No,  I  don't  want  to 
ask  it  that  way.  I  want  to  rephrase  that.  Let  me  switch  places  with 
you  for  a  moment.  What  would  you  recommend  or  suggest  that  we 
do  as — if  you  are  now  a  Member  of  the  U.S.  Congress — what  would 
you  suggest? 

In  fact  all  of  you,  any  of  you,  what  would  you  suggest — not  nec- 
essarily you,  Dr.  Kearney,  anybody — as  an  antidote  for  budget 
cuts?  What  would  you  recommend  that  we  do?  Other  than  pray. 
[Laughter.] 

Dr.  Litovttz.  I  think  at  a  minimum  there  needs  to  be  a  strong 
Federal  presence  in  determining  the  future  of  the  poison  control 
system,  whether  that  be  by  Federal  mandate  to  the  States,  by  Fed- 
eral matching  of  moneys  to  the  States,  or  by  the  Federal  creation 
of  a  national  program  which  will  generate  adequate  revenues  to 
keep  poison  centers  alive. 

Mr.  Towns.  Any  other  comments  on  this  before  we  move  on? 

Dr.  Krenzelok.  The  Medicaid  issue,  I  think,  is  one  that  certainly 
I  don't  want  to  get  into  because  I  am  not  well  versed  on  it,  but  it 
certainly  is  an  area  where,  if  there  are  not  poison  centers,  the  im- 
pact on  Medicaid  will  be  very,  very  great.  As  I  said,  in  the  studv 
that  we  have  done,  just  in  our  poison  center  area  alone,  if  we  don  t 
exist,  it  will  cost  the  Commonwealth  of  Pennsylvania  an  additional 
$2  million  in  Medicaid  charges,  and  that  is  a  conservative  estimate. 

So  perhaps  that  is  an  area  to  begin  looking  at  least  for  an  area 
to  infuse  some  money  into  poison  centers.  And  as  I  understand  it, 
some  poison  centers  are  already  beneficiaries  of  some  Medicaid 
money. 

Mr.  Towns.  In  other  words,  shutting  down  a  center,  we  really 
don't  save  money,  do  we? 

Dr.  Krenzelok.  No,  you  certainly  don't. 

Dr.  Kauffman.  May  I  extend  those  remarks  to  the  State  of 
Michigan?  I  agree  that  in  our  current  reimbursement  system, 
which  we  understand  may  change  over  the  next  few  years,  but  in 
our  current  reimbursement  system,  where  we  have  a  composite  of 
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public  and  private  financing,  in  a  patchwork  quilt,  the  economic 
impact  on  the  third  parties  and  the  public  funding  programs,  like 
Medicaid  and  Medicare,  is  going  to  be  dramatic  if  these  centers 

So  I  think  that  one  of  the  places— if  you  look  at  it  from  a  purely 
economic  perspective,  one  of  the  sources  of  funding  needs  to  come 
from  those  sources  in  some  way.  One  specific  mechanism,  just  as 
an  example,  is,  for  example,  there  could  be  enabling  legislation  on 
the  Federal  level  which  would  encourage  States  to  include  this 
kind  of  support  within  their  Medicaid  and  Medicare  programs  or 
within  their  911  programs,  as  has  been  done  this  past  year  in  the 
State  of  Texas. 

But  there  is  a  lot  of  resistance  at  the  State  level  to  do  this  kind 
of  thing,  because  they  have  to  balance  their  budgets.  For  example, 
I  think  our  Governor  would  be  more  amenable  to  funding  our  poi- 
son centers  if  there  were  matching  funds  available  in  some  form 
from  the  Federal  Government,  so  that  the  State  didn't  have  to 
carry  the  entire  burden. 

Mr.  Towns.  Thank  you  very,  very  much. 

My  time  has  expired,  and  I  yield  to  Congressman  Mica  from  the 
State  of  Florida. 

Mr.  Mica.  One  of  you  said  that  hospitals  are  bleeding  red  ink. 
Well,  welcome  to  the  trauma  center  here.  We  are  gushing  red  ink 
from  every  pore  up  here  in  Washington.  It  really  makes  me  wonder 
about  Federal  involvement  in  this  level  of  activity. 

It  is  my  understanding  that,  to  date,  the  certification  is  done  pri- 
vately. Is  that  correct?  And  all  the  programs  I  see  here  are  funded 
through  State,  local,  and  private  sources.  With  any  kind  of  Federal 
involvement  in  the  program,  you  also  get  Federal  control  in  some 
manner.  Are  you  willing  to  give  up  that  independence  for  Federal 
control? 

Dr.  KEARNEY.  I  think  the  choice  is  clear  if  given  the  option  of 
staying  open  and  being  able  to  answer  those  emergency  calls  with 
some  stable  source  of  funding.  We  understand  that  that  would  be 
the  tradeoff.  We  also  stated  clearly  that  we  feel  any  system  that 
is  developed  should  be  fully  accountable.  That  we  should  be  view- 
ing this,  at  some  level,  as  a  business  venture  with  regard  to  provid- 
ing impact  reports  to  Congress  and  determining  what  is  the  return 
on  your  investment — a  Federal  investment. 

Mr.  Mica.  But  you  haven't  been  able  to  convince  the  State  and 
locals  that  the  investment  that  they  have  been  making  is  worth- 
while. 

Dr.  Kearney.  I  think,  that  to  some  extent,  we  have.  But  it  has 
been  a  painstakingly  long  process.  Poison  centers  unfortunately, 
have  had  to  actually  go  to  the  extent  of  closing  their  doors,  get  the 
public  outcry,  and  tnen  get  the  necessary  response  for  their  funding 
needs. 

I  think  the  bottom  line  here  is  that  if  we  close  poison  centers, 
there  is  clearly  going  to  be  some  additional  back-door  expenses  paid 
by  the  Federal  and  State  governments. 

Mr.  Mica.  Somebody  made  the  mistake  of  bringing  out  the  air 
traffic  control  system.  I  serve  on  the  Aviation  Subcommittee.  Folks, 
you  don't  want  to  be  anything  even  akin  to  the  bureaucracy  and 
the  cost  that  has  been  created  there. 
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We  have  an  ability  to  take  things  at  the  Federal  level  and  totally 
distort  them  and  do  it  at  the  highest  possible  pricetag  you  can 
imagine.  Was  it  Dr.  Kauffman  that  said  some  inducements  or  some 
matching  assistance?  And  the  other  thing,  too,  is,  please  don't  come 
before  this  subcommittee  and  mention  unfunded  Federal  mandates. 
That's  an  absolute  no-no.  We  investigate  unfunded  Federal  man- 
dates, so  we're  not  inclined  to  pass  on  anything  from  this  sub- 
committee's jurisdiction  to  State  and  local  without  picking  up  the 
tab. 

But  I  think  one  of  you  referred  to  maybe  some  carrots  on  a  stick 
or  something  of  that  sort.  To  what  degree  do  you  think  that's  nec- 
essary? It  sounds  like  the  programs  are  starting  to  dissolve  again 
because  of  funding.  Would  a  25  percent  match  or  something  like 
that  be  of  assistance?  Does  the  patient  require  greater  infusion 
of 

Mr.  Krenzelok.  I  think  the  bottom  line  is  that  we  need  some 
stability  in  our  funding.  And  we're  all  searching  constantly  for  that 
stable  source  of  funding.  It  doesn't  necessarily  nave  to  be,  at  least 
in  the  case  of  the  Pittsburgh  Poison  Center,  that  we're  looking  to 
total  funding. 

We're  looking  to  some  partial  stable  funding  so  that  we  can,  as 
my  colleague  Dr.  Trestrail  said,  really  get  about  the  business  of 
doing  what  we're  trained  to  do,  to  treat  poison  patients,  to  do  more 
research  to  really  enlighten  people  and  enhance  the  treatment.  So 
we  can't  do  what  we're  trained  to  do  and  what  we  do  best  because 
we  have  to  search  for  dollars  all  the  time.  So  I  think  some  portion, 
at  least,  of  some  stable  funding  would  be  very  helpful. 

The  government  is  a  beneficiary,  certainly,  of  our  efforts.  And  so 
I  guess  we  look  to  you  for  some  guidance  along  these  lines,  as  well. 

Mr.  Mica.  I  read  somewhere  or  heard  that  the  cost  is  around 
$100  million  if  we  fully  funded  a  program  to  cover  every  State  and 
every  citizen.  Is  that  accurate? 

Dr.  Kearney.  Yes,  the  figure  is  about  $111  million,  and  that's 
based  on  full  utilization  of  certified  regional  poison  center  services 
of  15  human  exposures  per  1,000  population  base  and  programs 
meeting  all  the  standards  of  a  certified  regional  poison  control  cen- 
ter. It  includes  all  the  indirect  costs,  as  well.  They  have  all  been 
factored  into  that  estimate. 

Mr.  Mica.  So  a  small  match  being  available  would  be  in  the  $20, 
$25  million  range  for  some  inducement. 

Dr.  Kearney.  Well,  I  think  probably  the  greater  the  match,  the 
greater  the  inducement.  I  think  there  is  certainly 

Mr.  Mica.  Well,  the  problem  is,  it's  all  right  for  the  Federal  Gov- 
ernment to  become  involved,  but  you  don't  want  them  to  take  over 
the  whole  thing,  direct  it.  Next  thing,  they'll  be  controlling  the  cer- 
tification. WeTl  have  inspectors  coming  into  the  program.  You'll 
have  manuals  written  from  the  Federal  level.  You'll  be  included  in 
every  kind  of  cockamamie  rule  and  regulation  that  comes  out  from 
this  level.  I've  seen  the  routine  here,  just  on  a  very  limited  tenure 
so  far,  but  that's  a  concern  to  me. 

The  other  thing  is,  is  there  any  data  on  the  areas  that  have  cer- 
tified poison  centers,  the  number  of  deaths,  versus  the  noncertified 
poison  centers?  Are  there  37  certified? 

Dr.  Kearney.  Thirty-eight  certified. 
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Mr.  Mica.  Thirty-eight.  And  they  cover  how  many  States,  38 
States,  or  does  it  go  beyond  that,  some  of  them  regional?  Now, 
what  I  would  be  interested  in  getting — and  I  don't  know  if  the  sta- 
tistics are  available — as  I  said,  there  are  about  500  deaths  due  to 
poisoning  nationally. 

And  see  if  there's  any  difference  in  the  States  that  have  pro- 
grams and  that  don't  have  programs  and  also  certified  programs  to 
see  if,  in  fact,  there  is  a  benefit  to  what's  being  done. 

Dr.  LlTOVTTZ.  The  existing  data  from  the  American  Association  of 
Poison  Control  Centers  really  can't  address  that  issue  in  anything 
but  a  totally  skewed  manner,  because  the  certified  poison  centers 
have  more  reliable  participation  and,  therefore,  better  capture  of 
the  data  on  the  fatalities.  So  you  would  end  up  with 

Mr.  Mica.  Well,  I  could  do  it  pretty  simply.  You  show  me  where 
they're  certified  and  not  certified.  I  would  like  to  see  that.  And  then 
also,  there  are  questions — of  the  500  that  die,  a  lot  of  those  are  sort 
of  self-induced.  It's  not  just  the  child  scenario  that  we  heard  de- 
scribed here. 

[The  information  referred  to  follows:] 
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American 
Association  of 
Poison 
Control 
Centers,  Inc. 


President 

President-Elect 

Psst  President 

Secretary 

Treasurer 

Board  of  Directors 


Gary  M.  Oderda.  PharmD,  MPH 
Richard  S.  Wetsman,  PharmD 
Toby  Litovitz,  MD 
John  H.Trestrail.  III.  RPh 
Thomas  E.  Kearney.  PharmD 
Brent  Burton.  MD.  MPH 
Rita  Mrvos.  RN 
Sven  Normann,  PharmD 
George  C  Rodgers.  Jr ,  MD,  PhD 
Blaine  (Jess)  Benson,  PharmD 
Leslie  Ann  Jones  Easom.  RPh 
Wendy  Klein-Schwartz,  PharmD 
Michael  Shannon.  MD,  MPH 


March  24,  1994 

Representative  John  L.  Mica 

427  Cannon  House  Office  Building 

Washington  DC  20515-0907 

Dear  Representative  Mica: 

Please  allow  me  to  clarify  my  response  to  your  question  relating  to  the  impact  of  certified 
regional  poison  centers  on  the  fatality  rate  from  poisoning  (compared  to  noncertified  centers). 
Since  1983,  the  American  Association  of  Poison  Control  Centers  (AAPCC)  has  sponsored  a 
nationwide  poisoning  surveillance  system  (TESS)  to  which  approximately  70  poison  centers 
voluntarily  submit  data  annually.  Tffble  1  shows  the  growth  and  characteristics  of  this  system. 
Since  the  FDA  abandoned  its  efforts  in  this  area  in  1985,  TESS  remains  the  only  U.S. 
poisoning  surveillance  program,  and  unlike  other  nonspecific  nationwide  databases  which 
compile  data  on  all  types  of  injuries  or  fatalities,  TESS  focuses  on  poisonings  and  captures 
data  at  all  levels:  prehospital,  hospitalized,  fatal  or  nonfatal. 

TABLE  1.   Growth  of  the  AAPCC  National  Data  Collection  System 


Year 

No.  ot 

Participating 
Centers 

Population 
Served 

(Millions) 

Human 
Exposures 
Reported 

Exposures/ 
Thousand 
Population 

1983 

16 

43.1 

251,012 

5.8 

1964 

47 

99.8 

730,224 

7.3 

1985 

56 

113.6 

900,513 

7.9 

1986 

57 

132.1 

1,098,894 

8.3 

1987 

63 

137.5 

1.166.940 

8.5 

1988 

64 

155.7 

1,368,748 

8.8 

1989 

70 

182.4 

1,581,540 

8.7 

1990 

72 

191.7 

1.713,462 

8.9 

1991 

73 

200.7 

1,837.939 

9.2 

1992 

68 

196.7 

1,864,188 

9.5 

Total 

12,513,460 

AAPCC 

3800  Reservoir  Road  NW 

Washington  DC  20007 

Vole*  202-784-4666     Fax  202-784-2530 
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In  evaluating  mortality  from  poisoning,  the  TESS  system  has  several  shortcomings.  First  of 
all,  because  it  is  a  passive  surveillance  system  based  on  reports  to  poison  centers,  patients 
that  die  before  a  call  can  be  placed  to  a  poison  center,  or  before  arrival  at  a  medical  facility 
are  rarely  reported.  Drug  abuse  deaths  and  adult  fatalities  from  commonly  implicated 
poisonings  are  also  under-represented;  physicians  managing  these  cases  are  generally  well- 
versed  in  the  management  of  common  overdoses,  thus  have  less  need  to  consult  a  poison 
center.  Some  estimates  indicate  that,  excluding  deaths  from  fires  and  carbon  monoxide,  only 
about  10%  of  all  adult  poisoning  cases  are  reported  to  TESS.  In  contrast,  the  database 
captures  pediatric  fatalities  reliably  as  these  are  more  difficult  to  manage,  less  commonly 
encountered  by  physicians,  and  more  often  unintentional. 

Despite  its  limitations,  TESS  data  clearly  indicate  that  poisoned  adults  have  a  greater 
frequency  of  serious  outcomes  compared  to  children.  This  is  predominantly  related  to  the 
intentional  motivation  driving  a  portion  of  adult  exposures,  as  well  as  to  the  greater  likelihood 
of  adults  to  be  exposed  to  more  toxic  workplace,  avocational,  or  environmental  toxins.  In 
contrast,  though  their  exposures  are  less  severe,  children  are  much  more  frequently  implicated 
in  poisonings  compared  to  adults. 


TABLE  2.   Medical  Outcome  of  Human  Poison  Exposures  by  Patient  Age, 
1992  AAPCC  TESS  Data 


<  6  Years 

6-17  Years 

>17  Years 

Outcome 

No. 

Col  % 

No. 

Col  % 

No. 

Col  % 

Minor  effect 

148,910 

13.59 

62.602 

32.77 

210.335 

37.55 

Moderate  effect 

5,871 

0.54 

5,831 

3.05 

31,783 

5.67 

Major  effect 

490 

0.04 

523 

0.27 

4.722 

0.84 

Death 

29 

0.00 

43 

0.02 

632 

0.11 

Total* 

1,095,35 
8 

100.00 

191,012 

100.00 

560,105 

100.00 

'   Includes  patients  with  no  effect,  unknown  outcome  and  unrelated  outcome. 


For  example,  in  1992,  less  than  1%  of  pediatric  poisonings  (in  children  under  the  age  of  6 
years)  were  fatal,  life  threatening  (major  outcome),  or  associated  with  substantial  systemic 
effects  (moderate  outcome).  In  contrast,  nearly  7%  of  adult  poisonings  were  fatal,  life- 
threatening,  or  associated  with  substantial  systemic  effects.  Since  pediatric  exposures  are 
more  often  unintentional,  poison  centers  can  have  a  greater  impact  on  their  prevention. 
Indeed,  the  lesser  severity  of  pediatric  poisonings  reflects  rigorous  poison  control  efforts, 
including  prevention  education,  surveillance,  and  prompt  and  aggressive  medical 
management.  As  toxic  products  are  identified  by  individual  poison  centers  or  through 
nationwide  (TESS)  surveillance  efforts,  poison  centers  work  with  industry,  regulatory 
agencies   and   the   applicable   trade   associations   to   reformulate,    repackage,    recall   or 
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withdraw  the  unduly  toxic  product.  Thus  poison  centers  serve  a  critical  role  in  decreasing  the 
occurrence  and  severity  of  unintentional  poisonings.  Poison  centers  also  serve  a  critical  role 
in  limiting  childhood  injury  and  death  from  poisoning  by  facilitating  prompt  and  aggressive 
intervention  when  a  child  has  been  exposed  to  a  highly  toxic  substance. 

The  differential  capabilities  of  certified  regional  and  noncertified  poison  centers  in  limiting 
poisoning  fatalities  cannot  be  accurately  assessed  through  the  TESS  database  as  the  greater 
reporting  capabilities  of  certified  centers  introduce  a  bias  in  the  Jata,  with  substantially  better 
capture  of  data  on  poisonings  and  poisoning  fatalities  in  regions  served  by  certified  regional 
centers.  However  other  measures  have  been  used  to  assess  the  relative  quality  of  certified 
regional  versus  noncertified  poison  centers.  These  are  outlined  below: 

1)  A  1983  study  using  mock  calls  to  certified  regional  and  nonregional  poison  centers 
demonstrated  that  the  chance  of  obtaining  incorrect,  archaic,  or  unsafe  treatment 
recommendations  for  poisoning  was  nine  times  greater  from  noncertified  than  from 
certified  regional  centers.'  A  full  one-third  of  noncertified  centers  did  not  reach  a 
treatment  decision  (instructed  the  caller  to  call  elsewhere)  or  did  not  elect  to  treat 
a  toxic  amount  of  aspirin.  Moreover,  in  30%  of  calls,  noncertified  centers  incorrectly 
recommended  emesis  by  manual  stimulation;  an  additional  13%  recommended  salt 
water,  mustard,  or  raw  eggs  as  emetics.  No  certified  regional  centers  dispensed 
this  archaic,  unsafe  treatment  advice.  Certified  regional  centers  consistently 
obtained  more  historical  information,  were  more  proficient  in  obtaining  necessary 
information,  and  indicated  an  intent  to  follow-up  the  call  more  than  twice  as  often. 
In  another  study,  the  utility  of  follow-up  was  demonstrated,  with  further  therapeutic 
recommendations  provided  in  21.2%  of  follow-up  calls,  correction  of  a  major 
therapeutic  error  (1.4%  of  follow-up  calls),  data  collection  (99.8%)  and  prevention 
education  (95.4%).2 

2)  A  second  study  using  mock  calls  to  poison  centers  was  performed  in  1987.  This 
study  showed  that  certified  regional  centers  handled  calls  more  rapidly.  In  addition, 
certified  regional  centers  provided  complete  and  correct  responses  to  the  mock 
cases  more  frequently  (83%)  compared  to  noncertified  centers  (57%).  Staff 
experience,  center  call  volume  and  medical  direction  were  important  predictive 
factors  of  complete  and  correct  responses.3 

3)  AAPCC's  1993  survey  of  the  nation's  poison  centers  revealed  critical  differences 
in  qualifications  and  involvement  of  staff  of  certified  regional  versus  noncertified 
centers,  as  follows: 


2 


3 


Thompson  D,  Trammel  H,  Robertson  NJ,  Regard  JR:  Evaluation  of  regional  and 
nonregional  poison  centers.   New  Engl  J  Med  1983;308:191-194. 

Litovitz  T,  Elshami  J:  Poison  center  operations:  the  necessity  of  follow-up.   Ann 
Emerg  Med  1982;11:348-352. 

Geller  R,  Fisher  J,  Leaper  J,  Tooson  J,  Ranganathan  S.   Poison  centers  in  America: 
How  well  do  they  perform?   Vet  Hum  Toxicol  1990;32;240-245. 
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a)  Only  28%  of  noncertified  centers  had  medical  directors  who  were  diplomates 
of  the  American  Board  of  Medical  Toxicology  compared  to  68%  of  certified 
regional  centers.  Furthermore,  medical  directors  of  certified  regional  centers 
dedicated  nearly  twice  as  much  of  their  time  (45%)  to  the  poison  center 
compared  to  medical  directors  of  noncertified  centers  (24%). 

b)  Only  22%  of  noncertified  centers  had  managing  directors  who  were 
diplomates  of  the  American  Board  of  Applied  Toxicology  compared  to  53%  of 
certified  centers. 

c)  Only  27%  of  the  specialists  in  poison  information  employed  in  noncertified 
centers  were  certified  by  AAPCC  compared  to  63%  in  certified  regional  centers. 
Only  59%  of  noncertified  centers  required  specialists  to  sit  for  the  national 
certification  exam  when  eligible,  compared  to  97%  of  certified  regional  centers. 

d)  Only  68%  of  noncertified  centers  had  a  staff  member  devoted  to  community 
education  compared  to  79%  of  certified  centers. 

e)  Noncertified  centers  reported  fewer  calls  from  the  population  they  served  (8.1 
per  1,000  population)  compared  to  regional  centers  (10.6  per  1,000  population). 
Factors  implicated  in  the  lower  utilization  of  noncertified  centers  include  1)  less 
community  awareness  of  the  center,  2)  less  public  education,  and  3)  less  public 
and  health  professional  confidence  in  the  information  provided  by  the  center. 

4)  A 1 988  survey  of  poison  centers  found  differences  in  staffing,  call  volume,  and  staff 
training  between  certified  regional  and  noncertified  centers.  This  survey  also  found 
that  certified  regional  poison  centers  had  more  medical  direction,  were  four  times 
as  likely  to  have  a  medical  director  diplomate  of  the  American  Board  of  Medical 
Toxicology,  provided  more  than  3  times  as  much  training  for  new  staff,  had  more 
specific  protocols  for  patient  follow-up,  and  mandated  more  frequent  follow-up.4 

5)  An  analysis  of  the  results  of  AAPCC's  national  certification  exam  for  specialists  in 
poison  information  demonstrated  that  the  failure  rate  for  staff  in  noncertified  centers 
(50.0%)  was  more  than  double  that  in  certified  regional  centers  (22.7%).  The  same 
study  showed  that  the  failure  rate  for  attending  emergency  physicians  serving  as 
a  control  group  (90.6%)  was  four  times  greater  than  that  for  specialists  in  certified 
regional  centers,  demonstrating  that  telephone  consultations  for  poison 
emergencies  are  done  best  by  those  who  do  them  on  a  specialized  full-time  basis.* 

These  data  on  performance  and  staff  qualifications  in  poison  centers  clearly  demonstrate  the 
superior  expertise  and  service  provided  by  certified  regional  poison  centers.  Alt  Americans 
deserve  access  to  the  quality  poison  control  services  provided  by  a  certified  regional  poison 


Geller  R,  Fisher  J,  Leaper  J,  Ranganathan  S:  American  poison  control  centers:  still 
not  all  the  same?  Ann  Emerg  Med  1988;17:599-603. 

Utovitz  T,  Klein-Schwartz  W,  Oderda  G,  Easom  J:  Poison  information  providers:  An 
assessment  of  proficiency.  Am  J  Emerg  Med  1984;2:129-137. 
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center.  Yet  the  trend  is  disheartening.  At  its  March  20,  1994  Board  meeting,  two  poison 
centers  lost  their  regional  certification  status  as  they  were  unable  to  meet  the  current  criteria 
leaving  the  total  number  of  certified  centers  in  the  U.S.  at  only  36. 

I  applaud  your  efforts  to  improve  and  stabilize  the  nation's  poison  centers,  and  offer  my 
assistance  with  this  effort  in  any  way  possible. 

Yours  truly, 


Toby  Litovitz,  MD 

Executive  Director,  American  Association  of  Poison  Control  Centers 

cc:        Edolphus  Towns,  Chairman 

Subcommittee  on  Human  Resources  and  Intergovernmental  Relations 
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Mr.  Mica.  So  I  want  to  look  at  the  cost  effectiveness  of  the  whole 
approach.  Do  you  have  any  statistics  on  the  breakdown  on  those 
500  deaths? 

Dr.  Kearney.  I  believe  we  have  another  witness  that  actually  did 
an  extensive  cost/benefit,  cost  effectiveness  analysis  that's  inde- 
pendent of  the  poison  center  circles. 

Mr.  Mica.  Well,  111  defer  to  that,  but  I  appreciate  your  responses. 

Thank  you,  Mr.  Chairman.  I  yield  back. 

Mr.  Towns.  Thank  you  very  much,  Congressman  Mica. 

And  also,  I  want  to  thank  the  panel  members  for  taking  time  oul 
from  your  busy  schedules  to  come  and  to  testify.  I  think  that  youi 
testimony  has  been  extremely  helpful  to  the  members  of  the  sub- 
committee. So  thank  you  very,  very  much  for  your  testimony. 

I  would  like  to  call  on  our  next  panel,  Dr.  J.  Michael  McGinnis 
the  Deputy  Assistant  Secretary  for  Health  and  Director,  Office  o1 
Disease  Prevention  and  Health  Promotion,  Health  and  Human 
Services.  I  also  would  like  to  call  on  Ann  Brown,  new  chairman  o1 
the  U.S.  Consumer  Product  Safety  Commission. 

Let  me  welcome  both  of  you. 

Dr.  McGinnis,  why  don't  you  go  first? 

Dr.  McGinnis.  If  I  may,  with  the  chairman's  permission,  defer  tc 
my  colleague,  Ms.  Brown,  because  she  has  a  pressing  appointment 
that  she  has  to  keep. 

Mr.  Towns.  I  would  be  delighted. 

Dr.  McGinnis.  Thank  you. 

STATEMENT  OF  ANN  BROWN,  CHAIRMAN,  U.S.  CONSUMER 
PRODUCT  SAFETY  COMMISSION 

Ms.  Brown.  Thank  you  so  much,  Mr.  Chairman,  for  this  oppor 
tunity  to  testify.  I'm  not  going  to  read  my  whole  statement  but  ] 
would  like  to  enter  it  into  the  record.  And  I  will  highlight  the  most 
important  points  in  it.  But  this  subject  is  very  important  because 
the  poison  control  centers  play  an  enormous  role  in  U.S.  consumei 
product  safety  and  in  the  U.S.  Consumer  Product  Safety  Commis- 
sion's poison  prevention  efforts.  We  could  do  our  work  without 
them,  but  it  would  be  much  more  difficult. 

As  a  citizen  and  as  a  government  safety  and  health  official,  I'm 
concerned  about  the  future  of  the  centers,  as  others  are.  I  know  you 
know  how  important  they  are.  As  I've  said,  my  first  introduction 
to  them  was  when  my  daughter,  Laura,  swallowed  part  of  a  poison- 
ous plant.  And  from  that  time  on,  I've  been  a  supporter  of  the  cen- 
ters. 

Even  before  my  confirmation,  after  reading  about  the  impending 
closing  of  the  National  Capital  Poison  Center,  I  met  with  Dr.  Toby 
Litovitz  to  discuss  how  the  Consumer  Product  Safety  Commission 
might  be  of  assistance.  On  the  basis  of  that  discussion,  CPSC  has 
considered  how  it  might  help  address  some  of  the  problems  that 
poison  centers  are  facing  and  preserve  the  valuable  services  that 
poison  centers  provide. 

One  of  the  avenues  we  think  it  is  imperative  to  look  into  is  how, 
through  the  use  of  advanced  information  technology,  we  can  find 
new  and  more  cost  effective  ways  to  support  some  aspects  of  the 
poison  centers'  work.  I  am  today  proposing  that  CPSC  take  the 
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ile  lead  in  seeing  how  we  can  use  information  technology  to  support 
se  poison  prevention  efforts. 

If  funding  can  be  provided,  CPSC  would  convene  a  coordinating 
$  group  of  government,  poison  center,  and  other  health  care  officials 
I  to  undertake  a  feasibility  study  on  this  question. 

Mr.  Chairman,  I  agree  with  you  that  there  is  need  for  Federal 
s  Government  leadership  in  this  area,  and  I  can  assure  you  that 
CPSC  will  do  whatever  is  possible  to  ensure  that  the  American 
public's  interests  are  protected  in  this  area. 
J  Now,  CPSC  relies  on  the  poison  prevention  centers  in  two  ways. 
u  One  is  to  identify  poison  hazards  to  children,  and  the  other  is  to 
[).  monitor    compliance    with    child-resistant   packaging   regulations. 

That  is  very  helpful. 
J     My  written  statement  provides  more  detailed  information,  but  I 
0f  would  like  to  stress  the  importance  of  the  feasibility  study.  The 
j,  current  crisis,  of  course,  stems  from  reduced  funding  for  poison  cen- 
oflters.  But  the  need  to  maintain  poison  prevention  efforts  continues. 
I  propose  that  this  study  be  conducted  to  examine  the  feasibility 
and  cost  of  streamlining  poison  center  data  collection  and  expedit- 
ing rapid  provision  of  toxicological  information  through  the  use  of 
advanced  information  technology.  There  might  be  some  economies, 
if  these  functions  were  supported  by  a  national  clearinghouse  for 
poison  centers.  There  might  be  cost-sharing  mechanisms  among  af- 
fected parties  at  all  levels  that  could  help  poison  centers  get  the 
funds  they  need. 

I  suggest  that  a  coordinating  group  be  established  to  conduct  this 
feasibility  study,  review  the  findings,  and  make  recommendations. 
Participants  in  the  effort  should  include  Federal  Government  agen- 
cies, the  poison  control  centers  themselves,  appropriate  health  care 
representatives,  such  as  hospital  administrators  and  emergency 
room  physicians,  and  representatives  of  State  and  local  govern- 
ment. 

CPSC  has  done  some  preliminary  work  in  this  area.  If  funding 
for  this  study  could  be  provided,  we  would  be  willing  to  take  the 
lead  in  convening  the  coordinating  group  and  conducting  the  study. 
Thank  you,  Mr.  Chairman,  for  your  support  and  interest  in  na- 
tional poison  prevention  efforts  and  in  the  work  of  the  poison  cen- 
ters, in  particular. 
I  would  be  glad  to  answer  any  questions  you  might  have. 
[The  prepared  statement  of  Ms.  Brown  follows:] 
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Thank  you,  Mr.  Chairman  (Edolphus  Towns),  for  the  opportunity  to  testify  in 
support  of  poison  control  centers.   The  poison  control  centers  play  an  important 
role  in  the   U.S.  Consumer  Product  Safety  Commission's  poison  prevention  efforts. 

As  a  citizen  and  as  a  government  safety  and  health  official,  I  am  concerned 
about  the  future  of  poison  control  centers.   The  poison  centers  provide  lifesaving 
help  to  people  throughout  the  U.S.    I  myself  had  to  call  a  poison  center  when  my 
daughter  swallowed  a  poisonous  substance.    Fortunately,  everything  turned  out 
well,  and  I  know  from  personal  experience  how  important  it  is  to  have  a  poison 
center  just  a  phone  call  away. 

Even  before  my  confirmation,  after  reading  about  the  impending  closing  of 
the  National  Capital  Poison  Center,  I  met  with  Dr.  Toby  Litovitz  to  discuss  how 
CPSC  might  be  of  assistance.    On  the  basis  of  that  discussion,  CPSC  has 
considered  how  it  might  help  address  some  of  the  problems  poison  centers  are 
facing  and  preserve  the  valuable  services  that  poison  centers  provide. 

One  of  the  avenues  we  feel  it  is  imperative  to  look  into  is  how,  through  the 
use  of  advanced  information  technology,  we  can  find  new  and  more  cost-effective 
ways  to  support  some  aspects  of  the  poison  centers'  work.    I  am  today  proposing 
in  this  testimony  that  CPSC  take  the  lead  in  seeing  how  we  can  use  information 
technology  to  support  poison  prevention  efforts.    If  funding  for  this  feasibility  study 
can  be  provided,  CPSC  would  convene  a  coordinating  group  of  government,  poison 
center,  and  other  healthcare  officials  to  undertake  this  study. 

Mr.  Chairman,  I  agree  with  you  that  there  is  a  need  for  Federal  government 
leadership  in  this  area.  I  can  assure  you  that  CPSC  will  do  whatever  it  is  possible 
to  do  to  ensure  that  the  American  public's  interests  are  protected  in  this  area.    The 
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work  of  poison  centers  is  essential  to  many  aspects  of  CPSC's  poison  prevention 
work. 

CPSC  relies  on  poison  center  data  to  identify  poison  hazards  to  young  children. 

The  CPSC,  through  the  Poison  Prevention  Packaging  Act,    is  charged  by 
Congress  to  prevent  poisonings  of  young  children  due  to  ingestion  of  medicines 
and  hazardous  household  chemicals.    Information  obtained  from  the  poison  control 
centers  directly  supports  this  CPSC  responsibility.    Data  collected  and  compiled  by 
the  American  Association  of  Poison  Control  Centers  (AAPCC)  from  the  nation's 
individual  poison  control  centers  are  used  by  CPSC  to  monitor  ingestion  of 
household  products  by  children  under  5  years  of  age.    This  information  is  used  to 
identify  products  that  present  a  poisoning    hazard  to  young  children.    For  example, 
the  AAPCC  data  were  used  to  identify  topical  local  anaesthetic  drug  products 
(lidocaine  and  dibucaine)  as  hazardous  to  young  children  if  ingested.    The 
Commission  proposed  child-resistant  packaging  regulations  for  products  containing 
these  substances. 


CPSC  uses  poison  control  data  to  monitor  compliance  with  child-resistant 
packaging  regulations. 

In  addition  to  identifying  potentially  hazardous  products,  the  AAPCC 
ingestion  data  are  used  to  support  Poison  Prevention  Packaging  Act  regulations. 
For  instance,  the  Commission  considered  AAPCC  ingestion  data  on  ibuprofen  and 
loperamide  to  promulgate  child-resistant  packaging  requirements  for  both  of  these 
substances. 

Child-resistant  packaging  regulations  have  contributed  to  a  decrease  in 
deaths  of  young  children  from  ingestion  of  hazardous  household  products.    But 
protection  can  only  be  obtained  if  substances  are  sold  in  effective  child-resistant 
packaging.    The  data  from  the  poison  control  centers  are  also  used  by  CPSC  to 
monitor  accidental  ingestions  of  substances  that  require  child-resistant  packaging. 
The  CPSC  has  required  iron-containing  products  to  be  in  child-resistant  packaging 
since  1978.     Several  years  ago,  poison  control  centers  identified  iron  poisoning  as 
a  continuing  major  cause  of  death  in  young  children.    As  a  result,  the  CPSC 
instituted  a  focused  compliance  effort  on  iron-containing  products.    This  action 
resulted  in  identification  and  correction  of  many  iron-containing  products  which 
were  packaged  without  child-resistant  packaging. 

The  AAPCC  representing  the  poison  control  centers  played  a  major  role  in  a 
conference  on  iron  poisonings  and  deaths  sponsored  by  the  CPSC  on  September 
28,  1993.    The  conference  started  a  dialogue  between  government,  medical 
associations,  and  industry  to  search  for  solutions  to  this  poisoning  problem  initially 
identified  by  poison  control  centers. 

Poison  center  education  and  data  collection  support  CPSC's  national  poison 


prevention  effort. 


Poison  control  centers  also  assist  CPSC  by  disseminating  poison  prevention 
messages  in  communities  throughout  the  United  States.    While  the  country  as  a 
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whole  focuses  on  this  issue  during  National  Poison  Prevention  Week,  poison 
control  centers  promote  poison  prevention  safety  messages  every  day.  This 
community  outreach  effort  is  lost  when  poison  control  centers  close. 

Poison  control  activities  should  be  extended,  not  cut  back.  Support  is  needed 
to  ensure  that  the  entire  United  States  has  poison  control  coverage.    The  treatment 
guidance  and  information  given  by  the  centers  ease  the  health  care  burden  by 
eliminating  many  unnecessary  trips  to  hospital  emergency  rooms.   While  data 
collection  are  only  a  minor  part  of  the  poison  control  centers'  responsibility,  the 
data  is  extremely  valuable  to  the  nation's  poison  prevention  efforts.    Each  time  a 
poison  control  center  closes,  information  about  poisonings  is  lost.    The  data 
collection  should  be  broadened  and  strengthened  to  capture  ingestion  and 
poisoning  exposures  in  all  50  states. 

CPSC  proposes  feasibility  study  on  use  of  information  technology  to  streamline  and 
expedite  provision  of  toxicoloqical  information. 

The  CPSC  will  continue  to  provide  poison  prevention  efforts.    However,  our 
ability  to  support  and  enforce  the  child-resistant  packaging  regulations  will  be 
adversely  affected  by  the  loss  of  poison  control  centers  and  the  resulting 
diminished  individual  incident  reports  and  summary  data. 

Mr.  Chairman,  the  current  crisis  stems  from  reduced  funding  for  poison 
centers.    But  the  need  to  maintain  poison  prevention  efforts  to  prevent  death  and 
injury  continues.    It  is  critical  to  find  ways  to  preserve  the  valuable  services 
outlined  in  this  statement.    CPSC  would  like  to  investigate  the  possibility  of  using 
advanced  information  technology  to  find  new  and  more  cost-effective  ways  to 
support  these  efforts. 

I  therefore  propose  that  a  study  be  conducted  to  examine  the  feasibility  and 
cost  of  streamlining  poison  center  data  collection  and  expediting  rapid  provision  of 
toxicological  information  through  the  use  of  information  technology.    There  might 
be  some  economies  if  these  functions  were  supported  by  a  national  clearinghouse 
for  poison  centers.    There  might  be  cost-sharing  mechanisms  among  affected 
parties  at  all  levels  that  could  help  poison  centers  get  the  funds  they  need.    I 
suggest  that  a  coordinating  group  be  established  to  conduct  this  feasibility  study, 
review  the  findings,  and  make  recommendations.    Participants  in  the  coordinating 
group  should  include  the  concerned  Federal  agencies;  the  poison  centers 
themselves;  appropriate  health  care  representatives  such  as  hospital  administrators 
and  emergency  room  physicians;  and  representatives  of  state  and  local 
government.    If  funding  for  this  feasibility  study  can  be  provided,    CPSC  would  be 
pleased  to  take  the  lead  in  convening  the  coordinating  group  and  conducting  the 
study. 

Thank  you  for  your  support  and  interest  in  national  poison  prevention  efforts 
and  in  the  work  of  the  poison  control  centers  in  particular. 
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Mr.  Towns.  Thank  you  very  much,  Ms.  Brown. 
Dr.  McGinnis. 

STATEMENT  OF  J.  MICHAEL  McGINNIS,  M.D.,  DEPUTY  ASSIST- 
ANT SECRETARY  FOR  HEALTH,  AND  DIRECTOR,  OFFICE  OF 
DISEASE  PREVENTION  AND  HEALTH  PROMOTION,  HEALTH 
AND  HUMAN  SERVICES,  ACCOMPANIED  BY  RICK 
WAXWEILER,  NATIONAL  CENTER  FOR  INJURY  PREVENTION 
AND  CONTROL 

Dr.  McGinnis.  Thank  you,  Mr.  Chairman.  It's  a  real  pleasure  to 
De  here  this  morning  on  behalf  of  Secretary  Shalala  and  to  join 
arith  my  colleague,  Ann  Brown,  to  talk  with  you  about  the  impor- 
;ance  of  poison  control  centers  and  the  role  that  they  play  in  safe- 
guarding the  health  of  Americans. 

If  I  may,  I  would  like  to  submit  my  formal  testimony  for  the 
•ecord  and  speak  less  formally  from  notes. 

Mr.  Towns.  Without  objection,  your  entire  statement  will  be  in- 
cluded in  the  record. 

Dr.  McGinnis.  Thank  you,  Mr.  Chairman. 

The  Department  of  Health  and  Human  Services,  in  the  spirit  of 
;he  administration's  priority  on  prevention,  recognizes  the  vital  role 
,hat  poison  control  centers  play  in  educating  the  public  on  how  to 
)revent  poisonings,  as  well  as  in  expediting  some  life  saving  man- 
igement  of  individuals  who  have  experienced  poisoning  or  exposure 
;o  harmful  substance. 

The  record  of  the  last  10  years,  I  think,  in  many  ways,  is  impres- 
sive. The  number  of  people  who  are  living  in  areas  served  by  one 
)f  the  Nation's  poison  control  centers  has  increased  from  43  million 
n  1983  to  nearly  200  million  in  1993;  the  number  of  poison-related 
;alls  to  centers  participating  in  the  National  Toxic  Exposure  Sur- 
/eillance  System  has  increased  from  just  over  a  quarter  million  to 
L.9  million  in  this  same  period. 

Since  1970,  the  number  of  pharmaceutical-related  poisoning  fa- 
alities  in  children  under  12  has  declined  from  226  to  less  than  50. 
3o  there  has  been  quite  substantial  progress. 

At  the  same  time,  there  are  compelling  challenges  that  are  im- 
portant to  bear  in  mind.  There's  an  age-old  adage  that  we're  all  fa- 
miliar with:  "An  ounce  of  prevention  is  worth  a  pound  of  cure."  And 
there  is  no  area  in  which  this  is  more  applicable  than  in  the  area 
;>f  poisonings  and  preventable  injuries  to  children  through  poison- 
ing. 

These  efforts  include  safety  caps,  warning  labels,  reduction  of 
lead  content  of  paint,  other  substances,  and  attention  to  the  formu- 
lation, packaging,  and  use  of  poisonous  agents.  I  think  you're 
aware  of  the  tact  that  one  of  the  national  health  promotion  and  dis- 
ease prevention  objectives  in  Healthy  People  2000,  which  rep- 
resents our  Nation's  prevention  agenda  for  the  year  2000,  is  to  de- 
crease by  some  20  percent  the  number  of  emergency  department 
treatments  resulting  from  poisonings. 

The  latest  available  data  from  1990  show  that,  for  the  population 
as  a  whole,  in  fact,  we  have  already  met  this  target  because  of  the 
progress.  But  we  have  a  problem.  And  the  problem  is  that  the 
trend  among  young  children  is  not  so  reassuring.  Among  children 
ages  4  years  or  younger,  the  baseline  number  of  emergency  depart- 
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ment  visits  for  nonfatal  poisonings  was  648  per  100,000  in  1986; 
the  goal  for  the  year  2000  is  to  reduce  the  number  to,  at  most,  520. 

After  an  initial  decline,  the  numbers  have  fluctuated  since  1988 
and  actually  increased  to  729  per  100,000  in  1990.  What  these  data 
show,  quite  plainly,  is  the  continued  need  for  public  health  efforts 
to  educate  tne  public  and  health  care  providers  about  preventing 
poisonings,  particularly  among  our  young  children. 

Let  me  just  mention  a  few  words  about  some  of  the  activities  in 
the  Department  of  Health  and  Human  Services  related  to  this 
area,  llie  Centers  for  Disease  Control  and  Prevention,  known  as 
CDC,  and  the  Health  Resources  and  Services  Administration, 
HRSA,  both  play  important  roles  on  our  behalf  in  this  effort. 

The  CDC's  preventive  health  and  health  services  block  grant  pro- 
gram provides  funds  to  States  for  preventive  health  services  that 
are  not  covered  by  other  categorical  grant  programs.  Each  State,  of 
course,  determines  how  best  to  use  those  funds,  and  several  of  the 
States  have  chosen  to  use  them  to  support  poison  prevention  ef- 
forts. 

In  addition,  the  CDC  provides  technical  assistance  to  the  Amer- 
ican Association  of  Poison  Control  Centers  on  the  development  of 
information  surveillance  systems,  which  are  critical  to  knowing 
how  to  target  our  efforts.  Ajid  it  encourages  greater  uniformity  and 
specificity  in  data  collection  at  poison  control  centers. 

It  also  supports  demonstrations,  research,  and  training  involving 
those  centers.  For  example,  the  Injury  Control  Research  Center  at 
the  University  of  California  at  San  Francisco  supports  a  variety  of 
research  projects  carried  out  by  the  San  Francisco  Bay  Regional 
Poison  Control  Center. 

Our  Health  Resources  and  Services  Administration  also  plays  an 
important  role  in  preventing  poisonings,  primarily  through  its  Bu- 
reau of  Maternal  and  Child  Health.  Children  are  a  particularly  im- 
portant group  to  target  with  these  efforts.  More  than  half — that  is, 
to  be  precise,  53  percent — of  the  nearly  1.9  million  calls  to  poison 
control  centers  in  1992  concerned  poisonings  in  children  under  3 
years  of  age;  70  percent  of  all  calls  involved  children  and  young 
people  under  the  age  of  20. 

The  Maternal  and  Child  Health  Bureau  supports  efforts  to  pre- 
vent poisonings  through,  in  particular,  the  Emergency  Medical 
Services  Program  for  Children  and  through  portions,  as  well,  of  the 
Maternal  and  Child  Health  block  grant  programs. 

In  a  1992  survey  that  we  did  of  the  MCH  block  grant  program, 
we  found  that  several  States  were  using  those  moneys  for  poison 
control  activities,  including  the  support  of  poison  control  centers. 
Maine,  Massachusetts,  New  York,  all  fund  poison  control  centers 
with  their  MCH  block  grant  money.  Arizona  and  North  Carolina 
support  public  education  and  work  with  community  agencies  to 
prevent  poisonings.  New  Hampshire  and  Virginia  support  hotlines 
and  other  information  programs. 

Finally,  I  would  like  to  point  out,  and  I  think  particularly  impor- 
tant, in  view  of  the  need  for  strengthening  our  infrastructure  in 
public  health  across  the  board  and  including  the  infrastructure  for 
addressing  poison  control,  that  the  President's  health  care  reform 
proposal  will  make  marked  improvements  in  our  Nation's  efforts  to 
significantly  reduce  or  eliminate  a  number  of  threats  to  the  Amer- 
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can  public,  including  poisonings  and  other  environmental  hazard 
),  exposures. 

8,  As  part  of  title  III  of  the  President's  proposal,  there  is  a  proposal 
a  ;o  strengthen  the  core  functions  of  public  health,  in  effect,  to 
1  strengthen  the  public  health  infrastructure,  a  proposal  designed  to 
If'  mprove  the  capacity  of  the  public  health  system  at  the  Federal,  at 
the  State,  and  at  trie  local  level  to  operate  population-based  pro- 
ntjrams  aimed  at  preventing  unnecessary  health  problems.  And, 
istiilearly,  poison  prevention  falls  squarely  into  that  category  of  a 
atnajor  challenge  for  prevention. 

1  By  building  a  stronger  public  health  system  that's  better  able  to 
[parry  out  these  functions,  the  efforts  of  poison  control  centers  and 
>!|»thers  to  reduce  the  number  of  exposures  to  poisons,  and  the  re- 
it  iulting  health  consequences  will  be  greatly  enhanced. 
i  We  very  much  appreciate,  Mr.  Chairman,  your  drawing  attention 
it  ;o  this  important  issue,  and  we  look  forward  to  working  with  you 
fiis  we  all  seek  to  strengthen  the  Nation's  poison  control  efforts 
i  hrough  existing  programs  and  through  a  reformed  health  care  sys- 
r  em. 

oil:    [The  prepared  statement  of  Dr.  McGinnis  follows:] 
if 
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Mr.  Chairman  and  members  of  the  Subcommittee,   I  am  happy  to  be 
here  this  morning  on  behalf  of  Secretary  Shalala  to  talk  with  you 
about  the  importance  of  poison  control  centers  and  the  role  that 
they  play  in  safeguarding  the  health  of  the  Nation.   The  U.S. 
Department  of  Health  and  Human  Services  recognizes  the  crucial 
role  that  poison  control  centers  play  in  educating  the  public  how 
to  prevent  poisonings,  and  assisting  in  the  rapid,  appropriate, 
and  often  life  saving  management  of  individuals  who  have 
experienced  poisoning  or  exposure  to  harmful  substances. 

Over  the  last  10  years  poison  control  centers  have  played  an 
increasingly  important  role  in  the  prevention  and  management  of 
acute  poisonings  in  this  country.   The  number  of  people  living  in 
areas  served  by  one  of  the  nation's  poison  control  centers  has 
increased  from  43  million  in  1983  to  nearly  200  million  by  1993. 
The  number  of  poison  related  calls  to  centers  participating  in 
the  national  Toxic  Exposure  Surveillance  System  has  increased 
from  just  over  250,000  to  1.9  million  over  this  same  time  period. 
Clearly,  there  is  tremendous  demand  and  need  for  accurate,  up-to- 
date,  and  rapidly  available  information  on  poisonings. 

The  common  adage  "an  ounce  of  prevention  is  worth  a  pound  of 
cure"  applies  in  no  area  more  than  that  of  intentional  and 
unintentional  poisonings.   Poisonings  are  one  source  of  death  and 
disability  that  is  essentially  completely  avoidable  through 
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effective  prevention  efforts.   These  efforts  include  safety  caps, 
warning  labels,  reduction  of  lead  content  of  paint  and  other 
substances,  and  attention  to  the  formulation,  packaging  and  use 
of  poisonous  agents. 

One  of  the  national  Health  Promotion  and  Disease  Prevention 
objectives  in  Healthy  People  2000,    the  Nation's  prevention  agenda 
for  the  year  2000,  is  to  decrease  the  number  of  emergency 
department  treatments  resulting  from  poisonings.   While  progress 
is  being  made  in  this  area  overall,  there  are  compelling  data 
highlighting  the  importance  of  continued  efforts  to  prevent 
poisonings,  particularly  among  young  children. 

In  1986  there  were  108  visits  to  emergency  departments,  per 
100,000  people,  for  nonfatal  poisonings.   The  objective  for  the 
year  2  000  is  to  reduce  that  number  to  at  most  88  visits  per 
100,000  people.   The  latest  available  data  from  1990  show  that, 
for  the  population  as  a  whole,  this  target  has  already  been 
reached  with  the  number  of  emergency  department  visits  due  to 
poisonings  down  to  75.5.   However,  among  children  4  years  of  age 
or  younger,  the  trend  is  not  so  reassuring. 

Among  children  4  years  of  age  or  younger,  the  baseline  number  of 
emergency  department  visits  for  nonfatal  poisonings  was  648  per 
100,000  in  1986.   The  goal  for  the  year  2000  is  to  reduce  this 
number  to  at  most  520.   After  an  initial  decline,  the  numbers 
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have  fluctuated  since  1988,  and  actually  increased  to  729  per 
100,000  in  1990.   These  data  plainly  show  the  continued  need  for 
public  health  efforts  to  educate  the  public  and  health  care 
providers  about  preventing  poisonings,  particularly  among  our 
young  children. 

Department  Program  Activities 

I  would  now  like  to  discuss  the  role  of  the  Department  of  Health 
and  Human  Services  in  this  area  and  the  positive  contribution  of 
the  prevention  proposals  in  the  Health  Security  Act  in  reducing 
avoidable  death  and  disability  from  poisonings  and  other  causes. 

The  Centers  for  Disease  Control  and  Prevention  (CDC)  and  the 
Health  Resources  and  Services  Administration  (HRSA)  both  play 
important  roles  in  this  effort.   The  CDC's  Preventive  Health  and 
Health  Services  block  grant  program  provides  funds  to  States  for 
preventive  health  services  not  covered  by  other,  categorical 
grants.   Each  State  determines  how  to  best  use  these  block  grant 
funds  based  on  local  needs  and  priorities,  guided  by  the  Healthy 
People  2000  objectives.   Some  States  choose  to  use  these  funds  to 
support  poison  prevention  efforts.   For  example,  Tennessee 
supports  a  poison  control  center  through  its  block  grant. 


The  CDC,  through  its  National  Center  for  Injury  Prevention  and 
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Control  (NCIPC) ,  works  to  reduce  injuries  from  a  number  of 
causes,  including  poisonings.   They  provide  technical  advice  to 
the  American  Association  of  Poison  Control  Centers  (AAPCC)  on  the 
development  of  information  surveillance  systems,  an  essential 
role  for  these  centers.   The  CDC  also  works  with  the  AAPCC  to 
encourage  greater  uniformity  and  specificity  in  data  collection 
at  PCCs.   Recent  enhancements  in  the  AAPCC  national  surveillance 
system  will  lead  to  more  comprehensive  data  on  toxin  exposure  and 
effects.   These  data  can  be  used  to  better  identify  the  toxicity 
of  specific  exposures  and  to  improve  evaluation  of  poison 
prevention  and  control  programs. 

Also,  CDC,  through  its  extramural  research  grants  program, 
supports  research  and  training  involving  poison  control  centers. 
The  extramural  funded  Injury  Control  Research  Center  at  the 
University  of  California  at  San  Francisco  supports  a  variety  of 
research  projects  carried  out  with  the  San  Francisco  Bay  Regional 
Poison  Control  Center.   These  projects  have  resulted  in 
guidelines  for  stocking  antidotes  at  poison  control  centers,  a 
protocol  for  following  up  ophthalmic  exposures  to  poisoning,  and 
better  understanding  of  labelling  practices  regarding  first  aid 
on  those  consumer  products  most  frequently  involved  in  calls  to 
poison  centers.   Apropos  to  today's  discussions,  current  projects 
also  focus  on  the  consequences  of  reduced  resources  for  poison 
control  centers  and  their  relationship  to  managed  care  systems. 
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In  response  to  guidance  from  Congress,  through  the  Senate 
Appropriations  report  language,  the  CDC  will  support  a 
demonstration  project  at  a  regional  poison  control  center.   CDC 
is  working  with  AAPCC  to  identify  priorities  for  continued 
support  of  regional  poison  control  centers.   The  CDC  funded 
project  will  reflect  those  priorities  and  combine  information, 
referral,  treatment,  advocacy,  and  evaluation. 

HRSA  also  plays  an  important  role  in  preventing  poisonings, 
primarily  through  its  Bureau  of  Maternal  and  Child  Health. 
Children  are  a  particularly  important  group  to  target  with 
poisoning  prevention  efforts.   More  than  half  (53%)  of  the  nearly 
1.9  million  calls  to  poison  control  centers  in  1992  concerned 
poisonings  in  children  under  three  years  of  age.   Seventy  percent 
of  all  calls  involved  children  and  young  people  under  the  age  of 
20.   As  mentioned  earlier,  the  number  of  emergency  department 
visits  for  poisonings  has  not  declined  among  young  children. 

The  Maternal  and  Child  Health  Bureau  (MCHB)  supports  efforts  to 
prevent  poisonings  through  at  least  three  different  activities. 
The  Emergency  Medical  Services  for  Children  (EMSC)  program  is 
designed  to  reduce  death  and  disability  from  illness  or  injury 
among  children  and  youth,  including  that  due  to  poisonings.   The 
program  aims  to  ensure  that  the  entire  spectrum  of  emergency 
medical  services  is  available  to  children  in  a  manner  that  is 
responsive  to  their  unique  needs.   These  services  include  ready 
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access  to  poison  control  information.   Since  this  program  is  not 
a  particularly  large  Federal  program   (funded  at  $7.5  million  in 
Fiscal  Year  1994) ,  we  cannot  expect  it  to  provide  funds  for  the 
operation  of  poison  control  centers.   However,  grantees  are 
encouraged  to  view  poison  control  centers  as  an  important  element 
in  the  emergency  services  continuum  of  care,  and  to  integrate 
them  into  their  overall  activities  including  prevention, 
planning,  and  organization  of  services. 

A  significant  source  of  funds  for  States  to  use  for  poison 
control  activities  is  the  MCH  Block  Grant  program.   A  1992  survey 
of  State  MCH  agencies  found  that  several  States  were  in  fact 
using  Block  Grant  monies  for  poison  control  activities,  including 
poison  control  centers.   For  example,  Maine,  Massachusetts,  and 
New  York  fund  poison  control  centers  with  their  MCH  block  grant 
money.   Arizona  and  North  Carolina  support  public  education  and 
work  with  community  agencies  to  prevent  poisonings.   New 
Hampshire  and  Virginia  support  hotlines  and  other  information 
programs. 

MCHB  also  supports  the  Children's  Safety  Network  (CSN) ,  an  injury 
prevention  resource  center  that  provides  information  to  States 
and  others  on  all  forms  of  injury  prevention,  including  poison 
prevention.   Currently,  six  CSN  sites  are  funded  by  the  MCH 
Bureau.   Two  of  these  are  core  sites  that  address  all  aspects  of 
child  and  adolescent  injury  prevention.   The  four  other  sites  are 
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issue-specific  that  provide  staff  assistance  to  maternal  and 
child  health  agencies  for  a  variety  of  services  including  the 
design  of  injury  prevention  programs  and  seminars  and  workshops 
on  injury  prevention. 

Although  the  Food  and  Drug  Administration's  (FDA)  activities  have 
become  less  focused  on  poison  control,  the  agency  still  is  active 
in  this  area  through  the  regulation  of  use  of  products  and 
tampering  control,  the  development  of  poison  treatment  kits,  and 
investigating  the  relationship  between  aspirin  and  Reyes  Syndrome 
in  children. 

Finally,  I  would  like  to  briefly  describe  to  you  how  the 
President's  health  care  reform  proposal  will  make  marked 
improvements  in  our  Nation's  efforts  to  significantly  reduce  or 
eliminate  a  number  of  threats  to  the  health  of  the  American 
public,  including  poisonings  and  other  environmental  hazard 
exposures. 

Poison  control  efforts  are  a  good  example  of  the  type  of 
population-based  public  health  activity  that  will  be  strengthened 
through  the  Public  Health  Initiatives  contained  in  Title  III  of 
the  Health  Security  Act.   These  initiatives  are  designed  to 
strengthen  the  capacity  of  the  public  health  system  at  the 
Federal,  State,  and  local  levels  to  operate  population-based 
programs  aimed  at  disease  prevention,  health  protection,  and 
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health  promotion   —  all  of  which  are  vital  to  shaping  the 
population's  overall  health  profile. 

These  programs  include:   the  monitoring  of  health  status  and 
disease  surveillance;  investigation  and  control  of  diseases  and 
injuries;  protection  from  hazards  in  the  environment,  workplace, 
housing,  food,  and  water;  laboratory  services  to  support  disease 
control  and  environmental  protection;  health  education  and 
information;  community  mobilization  for  health-related  issues; 
targeted  outreach  and  linkage  to  needed  services;  quality 
assurance  and  accountability  for  health  services;  training  and 
education  of  public  health  professionals;  and  leadership,  policy, 
planning,  and  administration.   Each  of  these  core  functions  of 
public  health  is  essential  to  improving  and  maintaining  the 
health  of  the  American  public. 

By  building  a  stronger  public  health  system  that  is  better  able 
to  carry  out  these  functions,  the  efforts  of  poison  control 
centers  and  others  to  reduce  the  number  of  exposures  to  poisons 
and  the  resulting  health  consequences  will  be  greatly  enhanced. 
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While  most  poison  control  centers  are  supported  by  a  combination 
of  State  and  local  funds,  the  Federal  government  has  an  important 
role  by  providing: 

►  An  important  source  of  funding  for  poison  control  centers 
through  the  MCH  block  and  CDC  prevention  block  funds; 

►  Surveillance  of  poisoning  problems  and  analysis  on  how  to 
address  them; 

►  Technical  assistance  to  states  and  localities  with  regard  to 
program  design,  training  and  information  systems;  and 

►  Increase  emphasis  on  prevention  research  and  access  to 
prevention  services  through  proposed  health  care  reforms; 

In  summary,  we  recognize  that  poison  control  is  an  important 
element  of  the  public  health  structure  and  a  key  component  in 
preventive  health.   Federal  efforts  in  this  area  help  identify 
models  for  success  in  poison  centers  and  offer  important  support, 
both  of  a  direct  financial  nature  and  technical  and  information 
development  support. 

Thank  you  for  the  opportunity  to  share  with  you  our  recognition 
of  the  crucial  role  played  by  the  Nation's  poison  control 
centers,  and  our  commitment  to  strengthening  poison  control 
efforts  through  existing  programs  and  through  a  reformed  health 
care  system. 
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Mr.  Towns.  Thank  you  very  much,  Dr.  McGinnis. 

At  this  time,  I  would  like  to  yield  to  my  colleague  from  Florida, 
Mr.  Mica. 

Mr.  Mica.  Thank  you,  Mr.  Chairman.  And,  as  I  said,  I  do  have 
to  run  to  another  meeting,  so  I  appreciate  your  deferring  to  me  at 
this  time. 

Dr.  McGinnis,  you  cited  Federal  funds  that  are  available  to  the 
States — I  guess  not  directly  to  these  programs,  but  the  States  make 
the  decision.  At  least  one  of  those  was  an  MCH  block  grant? 

Dr.  McGinnis.  The  Maternal  and  Child  Health  block  grant,  yes. 

Mr.  Mica.  Are  there  several  other  areas  that  you  mentioned  that 
can  be  made  available? 

Dr.  McGinnis.  Yes.  The  most  prominent  additional  area  is  the 
preventive  services  block  grant  that's  managed  by  the  Centers  for 
Disease  Control.  And,  in  addition,  we  hope  in  the  future,  with  pas- 
sage of  the  Health  Security  Act 

Mr.  Mica.  So  we  already  have  carrots  on  a  stick,  but  it's  up  to 
the  State  to  utilize  those  funds  in  the  fashion  that  they  see  fit? 

Dr.  McGinnis.  That's  correct. 

Mr.  Mica.  What  was  the  proposed  budget  last  year  for  these 
funds  or  the  funding  in  the  current  fiscal  year  versus  the  proposed? 
Did  you  propose  increases  in  these  areas? 

Dr.  McGinnis.  In  effect,  in  the  preventive  services  block  grant 
arena,  with  the  addition  of  the  core  functions  of  public  health  com- 
ponent of  title  III  of  the  Health  Security  Act,  we're  proposing  a 
substantial  increase  in  the  infrastructure  moneys  going  to  State 
and  local  health  departments.  Of  course,  that's  dependent  upon 
passage  of  the  Health  Security  Act. 

Mr.  Mica.  They're  tied  in.  But  you  haven't  made  available  in 
your  proposal  to  the  Congress  increased  availability  of  funds  for 
some  of  the  States  which,  in  fact,  some  of  these  programs  could 
apply  for  or  be  eligible  for? 

Dr.  McGinnis.  Through  the  Health  Security  Act,  yes. 

Mr.  Mica.  Why  wasn't  poison  control  mentioned  specifically  in 
the  President's  health  care  revision  plan,  if  it  is,  indeed,  preventive 
and  cost  effective? 

Dr.  McGinnis.  Well,  we  think  it's  very  important  to  give  States 
and  localities  the  flexibility  to  target  their  efforts  to  the  issues  of 
special  priority  in  their  areas.  Of  course,  there  are  some  areas  in 
which  we  would  like  to  see  programs  established  regardless  of  the 
experience  in  any  jurisdiction  and,  obviously,  the  ability  to  provide 
information  op  poison  control  is  one  of  those  areas. 

Let  me  just  elaborate  very  briefly.  If  you  ask  me  am  I  surprised 
that  we  have  seen  some  backslipping  with  respect  to  the  support 
for  poison  control  centers,  I  would  have  to  say  no.  And  the  reason 
for  that  is  that  we  have  seen  backsliding  in  a  number  of  areas  im- 
portant to  the  public  health  infrastructure.  You've  seen  some  of 
them  make  the  headlines,  with  the  outbreak  of  E-coli  in  the  North- 
west and  with  the  Cryptosporidium  outbreak  in  the  Milwaukee 
water  supply. 

The  public  health  infrastructure  across  the  board  is  in  very  frag- 
ile condition,  which  is  why  the  President  has  proposed  to  strength- 
en that  infrastructure  as  part  of  the  Health  Security  Act.  Poison 
control  is  an  important  component  of  the  public  health  infrastruc- 
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ture,  and  it  has  to  be  factored  in  as  we're  looking  at  strengthening 
our  efforts  across  the  board. 

Mr.  Mica.  But  you're  still  interested  in  leaving  the  flexibility  up 
to  the  State  and  locals  to  decide? 

Dr.  McGinnis.  We  don't  want  to  tell  a  particular  State  or  locality 
that  establishment  of  a  poison  control  center  is  more  important,  for 
example,  than  a  lead  exposure  control  program  or  an  immunization 
program. 

Mr.  Mica.  Thank  you. 

Ms.  Brown,  your  particular  area  is  public  education  and  safety 
are  some  of  the  things  that  have  been  promoted.  Is  it  my  under- 
standing that  actually  there  has  been  a  decrease  in  the  number  of 
poisonings,  if  you  look  at  it,  say,  the  past  10  years?  I  know  we  have 
had  some  product  safety  legislation  where  tampering  and  things — 
has  that  resulted  in 

Ms.  Brown.  Well,  since  this  is  my  4th  day  on  the  job,  I  will  have 
to  defer 

Mr.  Mica.  You're  not  an  expert?  I  mean,  I've  been  here  for  14 
months,  and  I  know  just  about  everything.  [Laughter.] 

Ms.  Brown.  Isn't  that  wonderful?  Well,  the  one  thing  I  know  is 
that  I  don't  know  just  about  everything.  That's  for  sure. 

But  the  thing  that  has  been  a  huge  help  has  been,  of  course,  the 
child  resistant  caps,  which  is  where  the  CPSC  is  involved.  And  I 
don't  have  specifics,  but  I  will  get  back  to  you  in  a  few  days  with 
that. 

Mr.  Mica.  Maybe  we  can  do  that,  because  I  also  do  want  to 
compare 

Mr.  Towns.  Gentlemen,  I'll  hold  the  record  open  for  5  days. 

Mr.  Mica.  That's  wonderful.  Thank  you  so  much. 

Ms.  Brown.  That's  wonderful.  You'll  have  it  within  that  time. 

[The  information  follows:] 
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U  S     CONSUMER    PRODUCT    SAFETY    COMMISSION 
WASHINGTON.   D  C     20207 

March  18,  1994 


The  Honorable  John  Mica 

U.S.  House  of  Representatives 

House  Government  Operations  Committee 

Human  Resources  and  Intergovernmental 

Relations  Subcommittee 
2158  Rayburn  House  Office  Building 
Washington,  DC  20515 

Dear  Representative  Mica: 

In  response  to  your  question  to  Chairman  Ann  Brown  at  the 
March  15  hearing  concerning  Poison  Control  Centers,   the  Consumer 
Product  Safety  Commission  has  no  statistical  information  on  the 
difference  between  the  number  of  poisoning  deaths  of  victims  who 
go  through  the  accredited  poison  control  centers  and  those  who  do 
not.   It  is  our  understanding  that  these  centers  have  no 
centralized  data  collection  system. 

However,  the  Commission  does  note  a  decline  in  the  number  of 
poisoning  deaths  since  the  Poison  Prevention  Packaging  Act  of 
1970  went  into  effect.   The  number  of  deaths  of  young  children 
from  household  product  poisonings  has  declined  from  216  deaths  in 
1972  to  49  deaths  in  1990.   The  year  1972  is  used  as  the  baseline 
since  the  first  PPPA  regulations  went  into  effect  that  year.   A 
table  listing  the  number  of  deaths  of  children  from  all  household 
products  and  from  aspirin  ingestion  for  each  year  from  1972  is 
enclosed. 

Please  don't  hesitate  to  let  me  know  should  you  have  any 
further  questions. 


Enclosure 


Sincerely, 


Robert  J.  Wager 

Director  Congressional  Relations 
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The  National  Center  for  Health  Statistics  in  Washington,  D.C.  receives 
mortality  reports  from  all  50  states.   The  annual  data  reports  show  that 
the  number  of  deaths  involving  all  household  products  among  children  under 
five  years  of  age  declined  since  1972*.   The  Consumer  Product  Safety 
Commission  also  examines  the  number  of  deaths  resulting  from  the  accidental 
ingestion  of  aspirin-containing  products.   The  first  regulation  passed 
under  the  Poison  Prevention  Packaging  Act  required  child-resistant 
packaging  for  aspirin.   At  the  time  the  regulation  passed,  aspirin  products 
were  the  most  frequently  ingested  product  by  young  children. 

DEATHS  OF  CHILDREN  UNDER  AGE  5  INVOLVING  HOUSEHOLD  PRODUCTS 


Year 

*   Deaths 

Decline  since  1972 

Xear 

t   Deaths 

Decline  since  1972 

1972 

216 



1972 

46 

— __ 

1973 

149 

31* 

1973 

26 

43* 

1974 

135 

38* 

1974 

24 

48* 

1975 

114 

47* 

1975 

17 

63* 

1976 

105 

51* 

1976 

25 

46* 

1977 

94 

56* 

1977 

11 

76* 

1978 

81 

63* 

1978 

13 

72* 

1979 

78 

64* 

1979 

8 

83* 

1980 

73 

66* 

1980 

12 

74* 

1981 

55 

75* 

1981 

6 

87* 

1982 

67 

69* 

1982 

5 

89* 

1983 

55 

75* 

1983 

7 

85* 

1984 

64 

70* 

1984 

7 

85* 

1985 

56 

74* 

1985 

0 

100* 

1986 

59 

73* 

1986 

2 

96* 

1987 

31 

86* 

1987 

3 

93* 

1988 

42 

81* 

1988 

3 

93* 

1989 

55 

75* 

1989 

2 

96* 

1990 

45 

77* 

1990 

1 

98% 
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Mr.  Mica.  I  do  appreciate  your  testimony,  and  I  thank  you,  Mr. 
Chairman,  for  yielding  to  me.  And  I  apologize.  I  have  to  scoot  to 
another  meeting. 

Mr.  Towns.  Thank  you  very  much.  And  the  gentleman's  time  has 
expired. 

Ms.  Brown,  first  of  all,  I  want  to  thank  you  for  your  patience,  be- 
cause you  were  the  first  one  here  this  morning.  And  I  want  to 
thank  you  for  that. 

Ms.  Brown.  That's  how  important  I  think  the  poison  control  cen- 
ters are. 

Mr.  Towns.  Thank  you.  Why  should  poison  control  activities  be 
extended  and  not  cut  back? 

Ms.  Brown.  Well,  I  don't  necessarily  think  that  increasing  the 
amount  of  money  is  the  only  answer.  WTiat  we  are  trying  to  empha- 
size here  is  the  need  to  try  to  streamline  some  of  the  center  data 
collection  or  to  expedite  dissemination  of  toxicological  information 
in  a  more  cost  effective  way,  that  aspect  of  it. 

The  work  of  the  poison  centers  is  absolutely  key  to  our  agency. 
If  we  need  to  find  something  that  is  of  danger,  it  pops  up  in  the 
poison  center  data.  Centers  are  very  active  also  in  giving  out  infor- 
mation and  conducting  education.  And  we  work  very  closely  with 
them  in  trying  to  figure  out  where  the  dangers  are  so  that  we 
know,  for  instance,  when  we  need  child-resistant  closures  on  items. 

So  their  work  is  very,  very  important  for  us,  even  to  do  a  recall. 
As  I  mentioned  today,  when  we  did  a  recall  with  a  major  fast  food 
outlet,  we  initially  had  a  few  reports  that  there  were  some  prob- 
lems with  ingestion  of  button  batteries. 

Then,  the  poison  control  centers  called  us  and  said,  "There  are 
60  poisonings  of  children  ingesting  these  button  batteries."  On  the 
basis  of  that  information,  we  got  the  chain  to  stop  giving  out  any 
more  of  these  ghostbuster  whistles,  which  is  what  the  item  was, 
and  to  recall  as  many  as  possible  from  the  public  that  had  already 
purchased  them. 

So,  you  see,  the  combination,  the  coordination  between  the  CPSC 
and  the  poison  control  centers,  just  from  this  point  of  view,  is  very 
important.  We  all  know  what  a  parent  goes  through  in  that  terrible 
moment  of  panic  when  they  know  that  the  child  has  ingested  some- 
thing. The  cost  of  that,  both  in  human  terms  and  in  the  price  of 
the  treatment  and,  God  forbid,  in  the  price  of  death  or  injury,  is 
huge.  That  is  what  our  efforts  aim  to  prevent. 

Mr.  Towns.  Let  me  just  say,  I  look  forward  to  working  with  you, 
and  I  just  want  to  thank  you.  I  know  that  you  have  a  time  prob- 
lem, so  if  you  need  to  be  excused — let  me  yield  to  my  colleague, 
first,  though,  before  I  do  that,  Congressman  Payne  from  New  Jer- 
sey. 

Ms.  Brown.  Hello,  Congressman.  I  have  two  children  who  live  in 
New  Jersey. 

Mr.  Payne.  That's  great.  I  know  that  you  gave  good  guidance  to 
your  children,  then.  [Laughter.] 

Ms.  Brown.  I  often  told  them  what  were  safe  toys.  That  was  one 
thing. 

Mr.  Towns.  Well,  safe  to  vote  for  him.  [Laughter.] 
Mr.  Payne.  I  certainly  would  not  like  to  delay  you  further.  I  just 
perhaps  might  ask  a  question.  We  hear  about  the  fact  that  we  do 
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have  to  look  at  the  deficit.  As  I  mentioned  before,  the  B-2  bomber 
costs  $8  or  $9  million,  currently.  And  people  are  more  conscious. 
And  I  think  that  the  Congress  has  started  to,  you  know,  really  pay 
attention  to  the  budget  deficit. 

You  know,  I  used  to  run  for  office  and  say,  "No  one  ever  comes 
asking  me  for  reducing  the  budget.  They're  looking  for  a  house  to 
live  in,  or  they're  looking  for  some  services  and  so  forth."  But  even 
I  put  in  a  line  about  deficit  reduction,  because  that's  what  we're  in. 

But  it  seems  that  sometimes,  we're  penny  wise  and  pound  fool- 
ish. This  question,  for  example,  when  we  look  at  the  upsurge  of  tu- 
berculosis, because  we  sort  of  cut  it  out,  finally  eliminating  it,  and 
inadequate  housing,  which  creates  the  problem  because  we  had  a 
decline  in — actually,  we  spent  25  percent  more  nationally  for  public 
housing  than  we  did  about  10  or  12  years  ago.  And  a  lot  of  people 
really  are  surprised  that  there  are  homeless  people. 

The  whole  question  in  our  schools  of  cutting  social  programs  like 
art  and  music  and  programs  of  that  nature,  when  school  districts 
decide  that  they  have  to  cut — and  we  see,  of  course,  an  increase  in 
violence  now  and  the  need  to  build  more  jails.  Immunization  was 
cut  back  up  until  recently  when  we  just  passed  a  bill  last  year  say- 
ing that  we  should  focus  more  on  immunization. 

Is  there  any  way,  from  your  position,  or  something  more  that  we 
should  be  doing  to  try  to  educate  either  Congresspeople  and  Sen- 
ators or  Vice  Presidents  or  Presidents  or  whomever  about  the  im- 
portance of  the  prevention  side?  Because  it's  so  clear  that  it  costs 
much  more  to  put  people  in  jail  than  to  give  them  alternatives  by 
recreation  and  other  kinds  of  programs. 

It's  certainly  cheaper  to  prevent  tuberculosis  than  to  treat  it,  es- 
pecially with  the  multiple  strain.  How  could  we  do  a  better  job  in 
that?  What  would  you  suggest? 

Ms.  Brown.  Well,  let  me  give  you  an  example.  But  first,  let  me 
say,  there  are  many  instances  where  poison  control  centers  were 
able  to  alert  the  CPSC  to  a  problem,  and  we  were  able  to  prevent 
injuries  and  death.  And  that  meant  that  in  addition  to  the  human 
factor,  there  weren't  excessive  hospital  costs. 

As  for  specific  examples  of  how  prevention  is  important,  CPSC 
requires  iron-containing  products,  iron  pills,  to  be  in  child-resistant 
packaging.  That  requirement  has  been  in  effect  since  1978.  But 
several  years  ago,  the  poison  control  centers  identified  iron  poison- 
ing as  a  continuing  major  source  of  death  in  young  children. 

As  a  result,  the  CPSC  instituted  a  focused  compliance  effort  on 
iron-containing  products.  This  action  resulted  in  our  identifying 
many  iron-containing  products  which  were  packaged  without  child- 
resistant  packaging  and  taking  steps  to  ensure  that  this  was  cor- 
rected. We  also  encouraged  the  industry  not  to  formulate  the  iron 
pills  with  a  sweet  outer  coating  that  made  them  appear  like  candy. 
And,  in  addition  we  urged  manufacturers  to  put  all  iron-containing 
medication  in  poison  prevention  packaging,  even  in  cases  where 
they  were  not  required  to  do  so. 

We  did  that  because  children  were  being  hospitalized  and  were 
dying.  So  that  was  the  result  of  what  the  poison  prevention  centers 
did.  This  was  not  an  expensive  effort  for  the  government,  but  it 
saved  all  of  that  money  for  hospitals,  ambulances,  and  medical  care 
and  besides,  it  prevented  injury  and  deaths  of  children — you  know, 
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that's  inestimable.  That  is  a  very  specific  example  of  what  you're 
talking  about.  And  it's  an  excellent  point. 

Mr.  Payne.  Thank  you. 

Mr.  Towns.  Thank  you.  Thank  you  very  much,  Congressman 
Payne. 

Thank  you,  Ms.  Brown.  We  look  forward  to  working  with  you  and 
solving  many  of  these  problems. 

Ms.  Brown.  And  I  the  same.  Thank  you,  Congressman. 

Mr.  Towns.  Thank  you.  You  may  be  excused. 

Dr.  McGinnis,  do  poison  centers  save  lives  and  save  money?  Yes 
or  no? 

Dr.  McGinnis.  I  think  the  answer  is  pretty  clear  that  they  can. 

Mr.  Towns.  Are  you  aware  that  the  poison  center  in  Irvine,  CA, 
closed  lastyear,  leaving  5.5  million  people  without  a  poison  center? 

Dr.  McGinnis.  My  guess  is  that  you  would  find  examples  of 
other  centers,  as  well.  I'm  not  familiar  with  that  particular  center, 
but  I  do  know  that  there's  a  problem  across  the  board. 

Mr.  Towns.  5.5  million  people.  5.5  million.  Are  you  aware  that 
at  least  five  other  poison  centers  may  close  this  year? 

Dr.  McGinnis.  I  would  not  be  surprised.  As  I  mentioned  earlier, 
if  you  look  at  the  trend  in  funding  for  the  public  health  infrastruc- 
ture across  the  board,  it  has  declined  by  about  a  quarter  since 
1981.  It's  already  minuscule.  We  now  spend  less  than  1  percent  of 
our  aggregate  health  care  dollar  on  the  public  health  infrastruc- 
ture. Even  that  small  amount  has  declined  since  1981  from  about 
1.2  or  1.3  percent  to  less  than  1  percent  now. 

So,  again,  given  the  general  trend  in  our  support  of  efforts  that 
are  important  to  keeping  whole  populations  healthy,  I'm  not  sur- 
prised by  what  you  report. 

Mr.  Towns.  So,  in  other  words,  you're  also  aware  that  some  cen- 
ters have  stopped  answering  emergency  phone  calls  because  of 
budget  cuts?  So  you're  aware  of  that? 

Dr.  McGinnis.  Right. 

Mr.  Towns.  Dr.  McGinnis,  I  read  through  your  entire  testimony. 
I  want  you  to  know,  I  read  it  twice.  And  the  reason  I  read  it  twice 
was  because  it  doesn't  say  anything  about  poison  control  centers 
closing  at  all. 

What  is  your  department  doing  to  prevent  these  valuable  centers 
from  closing?  And  there  was  notning  in  your  testimony,  because  I 
did  read  it  twice. 

Dr.  McGinnis.  Well,  as  I  mentioned,  I  think  one  of  the  important 
initiatives  is  that  of  the  President  to  increase,  indeed,  to  triple  the 
amount  of  support  for  the  public  health  infrastructure  as  part  of 
the  health  care  reform  proposal.  It's  quite  clear  that  we  need  to  in- 
crease the  ability  of  State  and  local  jurisdictions  to  provide  support 
for  those  efforts  that  improve  the  health  of  whole  populations. 

You  know,  it's  really  fairly  tragic,  in  some  ways,  when  you  think 
about  our  investment  strategies  overall  as  a  country.  We  tend  to 
focus  a  substantial  amount,  99  percent,  of  our  energies  and  re- 
sources on  treating  problems  after  they  have  occurred,  as  opposed 
to  preventing  them. 

And  it's  clearly  important  and,  indeed,  the  spirit  is  embodied  in 
the  President's  bill,  that  we  prevent  every  problem  that  we  can; 
hence,  the  proposal  that  we  strengthen  the  core  functions  of  public 
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health,  which  will  also  enable  communities  to  continue  to  operate 
these  poison  control  centers. 

Mr.  TOWNS.  And  I  agree  with  you.  But  I  think  we  have  already 
said,  in  this  1,364  pages  of  the  Health  Security  Act,  poison  control 
centers  are  not  mentioned  once.  At  least  there  should  have  been  a 
typographical  error  including  them  in  there.  I  mean,  it's  pretty 
hard  to  understand  their  exclusion. 

Dr.  McGinnis.  Well,  again,  there  are  a  variety  of  problems  that 
are  clearly  important  to  the  Nation's  health  that  are  not  specifi- 
cally identified  in  any  particular  proposal. 

If  you  just  take  the  issues  that  are  relevant  to  young  children — 
and  there  are  myriad  issues,  including  poison  control — issues  like 
immunization,  issues  like  outreach,  issues  like  expanding  pro- 
grams, such  as  the  Head  Start  program,  issues  like  neonatal 
AIDS— all  of  these  issues  are  of  critical  importance,  and  we  need 
to  do  better  as  a  Nation  in  supporting  them  across  the  board,  in- 
cluding poison  control  efforts. 

Mr.  Towns.  Well,  you  know,  I  don't  know  whether  you  were  here 
earlier  when  Ms.  Dosh  testified.  Were  you  here? 

Dr.  McGinnis.  No,  I  wasn't. 

Mr.  Towns.  Anyway,  what  happens  when  a  poison  center  closes, 
people,  their  lives  are  threatened.  And  she  indicated  in  terms  of 
the  experience  that  she  had — so  I  will  make  certain  that  we  share 
that  information  with  you.  We  would  like  to  make  certain  that  as 
you  move  forward  in  terms  of  helping  us  straighten  out  the  mess 
that  we  now  find  ourselves  in,  we  want  to  make  certain  that  you 
have  that  information,  as  well. 

Dr.  McGinnis.  Thank  you  very  much. 

Mr.  Towns.  You  mentioned  several  offices  and  programs  in  your 
testimony.  But  who's  in  charge?  Has  HHS  designated  a  lead  agency 
to  deal  with  poison  centers? 

Dr.  McGinnis.  This  is  an  issue  that — well,  first,  let  me  back  up 
a  little  bit  and  note  that  our  lead  agency  for  injury  control  in  gen- 
eral, including  the  issues  related  to  poison  control  and  the  depart- 
ment's contribution  to  those  efforts,  is  the  Center  for  Disease  Con- 
trol and  Prevention. 

And  the  CDC  has  a  number  of  activities,  not  only  the  preventive 
services  block  grant,  but  also  a  number  of  grant  efforts  within  the 
centers,  the  Center  for  Injury  Prevention,  that  focuses  specifically 
on  the  issue  of  poison  control.  In  addition,  as  I  noted  earlier,  the 
MCH  Bureau  and  Health  Resources  and  Services  Administration 
offers  support. 

For  our  own  efforts,  the  lead  for  injury  prevention  across  the 
board  comes  from  the  Centers  for  Disease  Control  and  Prevention. 
And,  indeed,  there  are  two  sessions  which  are  coming  up  within 
the  next  month.  In  March,  later  on,  in  about  10  days'  time,  we 
have  a  meeting  of  our  injury  control  advisory  committee.  And  spe- 
cifically on  their  agenda  will  be  the  issue  of  poison  control  and  poi- 
son control  centers. 

And  then,  early  in  April,  we  also  have  a  meeting  of  the  Emer- 
gency Medical  Services  System  for  Children  advisory  group.  And 
the  issue  of  poison  control  for  children  is  on  their  agenda,  as  well. 


140 

Mr.  Towns.  Thank  you.  Let  me  just  put  it  this  way.  I  know  my 
time  has  expired,  and  I  ask  my  colleague — let  me  move  just  a  little 
further  here. 

As  poison  centers  continue  to  close,  aren't  these  numbers  likely 
to  mean  more  children  will  end  up  going  needlessly  to  emergency 
rooms?  So  when  we  look  at  the  whole  cost  of  health  care  and  try 
to  save  money,  are  we  really  saving,  when  you  listen  to  what  the 
physicians  said  earlier,  in  terms  of  what  really  happens  when  we 
do  not  do  things  up  front,  as  you  sort  of  pointed  out?  At  the  same 
time,  we  are  not  doing  it,  because  centers  are  closing. 

So,  if  the  centers  are  closing,  and  then  people  are  going  to  the 
emergency  room,  we're  not  saving  money;  do  you  agree  with  that? 

Dr.  McGinnis.  Absolutely.  I  think  you've  made  a  very  strong 
case  for  a  renewed  national  focus  on  prevention,  prevention  of  poi- 
soning, prevention  of  a  wide  variety  of  issues  that  are  currently  not 
being  addressed  adequately. 

Mr.  Towns.  What  can  we  do  to  get  people  to  focus  on  this?  Be- 
cause we're  not  saving  money. 

Dr.  McGinnis.  Well,  there  are  a  couple  of  things  that  are  critical 
at  this  particular  moment.  Obviously,  we  need  to  focus  on  specific 
examples  of  shortfalls  in  the  public  health  infrastructure.  You've 
given  a  very  good  example,  with  your  attention  through  this  hear- 
ing on  the  problems  of  unnecessary  poisonings. 

There  are  other  issues  that  also  need  to  be  highlighted,  as  we 
draw  the  attention  of  the  Nation  to  the  consequences  that  are 
being  paid  by  virtue  of  the  fact  that  99  percent  of  our  dollars  go 
to  treatment,  as  opposed  to  prevention. 

In  addition  to  identifying  specific  examples  and  making  the  pub- 
lic more  aware  of  them  through  our  work  at  every  level,  I  think  we 
can  take  advantage  and  must  take  advantage  of  the  Nation's  atten- 
tion, which  has  been  riveted  on  communications  technology.  We 
have  an  opportunity  here  to  perhaps  effect  economies  of  scale,  as 
we  look  at  ways  in  which  we  can  improve  people's  access  to  infor- 
mation. 

It  may  not  be  necessary  to  have  an  information  center  or  an  in- 
formation clearinghouse  in  every  community  of  the  country,  when 
we  can  look  to  advanced  communications  technology  to  linking  up 
and  making  information  accessible  on  a  larger  scaleoasis. 

This  interest  in  and  debate  around  the  use  of  information  tech- 
nologies, I  think,  offers  an  opportunity  to  revisit  that  issue  to  draw 
attention  to  the  opportunities,  as  well  as  the  needs. 

Mr.  Towns.  Let  me  just  say  this,  Dr.  McGinnis,  and  I'm  going 
to  yield  to  my  colleague.  As  I  listened  to  the  testimony  this  morn- 
ing, coming  from  physicians  who  have  been  very  involved  in  provid- 
ing services,  and  they  said  something  that,  aside  from  the  fact  that 
centers  are  closing  and  the  frustration  and  all  of  that,  the  point  is 
that  a  lot  of  time  is  spent  tiying  to  raise  money  to  keep  those  cen- 
ters open.  And,  in  so  many  instances,  they  have  not  been  success- 
ful. 

What  do  you  have  in  mind  that  you  might  be  able  to  do  now  to 
stop  these  centers  from  closing  until  we  can  turn  the  situation 
around  and  begin  to  get  the  kind  of  resources  in  there?  Because 
right  now,  aside  from  the  fact  that  they're  closing,  they're  spending 
a  great  deal  of  their  time — and  I  think  if  you  would  go  out  ana 


141 

evaluate  or  assess  it,  you  would  be  amazed  at  how  much  time 
they're  spending  trying  to  raise  revenue  to  stay  alive.  What  can  we 
do  to  stop  that? 

Dr.  McGinnis.  Well,  I  think  the  resources  that  are  available  now 
are,  as  I  mentioned  earlier,  still  largely  within  our  Maternal  and 
Child  Health  block  grant  and  within  the  preventive  services  block 
grant,  in  addition  to  the  demonstration. 

There  are  two  issues  here.  One  is  drawing  attention  to  the  prob- 
lem so  that  we  can  marshal  resources  that  are  available  at  the 
State  and  local  level,  as  well  as  from  the  private  and  voluntary  sec- 
tor. 

And  we  can  make  and  are  making  important  contributions 
through  the  work  of  the  Centers  for  Disease  Control  injury  preven- 
tion activities  and  through  the  work  of  this  advisory  group  on  in- 
jury prevention,  as  well  as  through  the  interest  drawn  to  the  issue 
through  the  emergency  medical  systems  advisory  group,  that  we 
can  do  a  better  job,  I  think,  in  placing  this  issue  squarely  on  the 
agenda  of  those  two  oversight  bodies. 

In  addition,  the  funds  available  now,  which  is  what  you're  ask- 
ing, what  funds  are  available  now,  are  the  funds  in  the  Maternal 
and  Child  Health  block  and  in  the  preventive  services  block.  And 
that's  up  to  State  discretion  as  to  how  that's  spent. 

Mr.  Towns.  Will  you  be  asking  for  more  money  for  poison  control 
in  the  1995  budget? 

Dr.  McGinnis.  There  is  more  money  that  can  be  used  for  poison 
control  in  the  1995  budget  by  virtue  of  the  increased  funds  that  are 
targeted  to  go  to  the  public  health  infrastructure.  There  is  not  a 
categorical  line  devoted  to  increasing  the  amount  of  money  for  poi- 
son control  centers. 

Mr.  Towns.  Thank  you. 

I  yield  to  my  colleague,  Congressman  Payne. 

Mr.  Payne.  Thank  you.  I  was  just  curious  about,  under  the  Ma- 
ternal and  Child  Health,  the  CDC's  injury  control  board.  It's  my 
understanding  that  there  was  no  direct  funding  in  your  budget  for 
the  injury  control  board,  so  I'm  kind  of— unless  I'm  not  understand- 
ing it  correctly.  How  is  this  a  priority,  since  it  isn't  funded?  I'm 
aware  of  block  grants.  Block  grants  deal  with  everything  from  A  to 
Z,  and  that's  one  thing. 

But  we  have  block  grants,  and  we  have  categorical  grants.  And 
I'm  just  wondering  whether  this  injury  control  board  was  funded 
in  your  budget. 

Dr.  McGinnis.  Well,  I  believe  that  the  advisory  committee  on  in- 
jury control  is  funded.  I'll  be  happy  to  check  into  that  and  report 
back  to  you.  It's  meeting  in  10  days'  time,  and  it's  going  to  focus 
on  this  particular  issue. 

Mr.  Payne.  Would  you  get  back  to  me?  Because  we  looked  for  it 
and  did  not  find  it  in  the  fiscal  year 

Dr.  McGinnis.  It  may  not  be  a  line  item,  but  there  are  moneys 
to  support  it.  And  we  will  report  back  to  you,  yes. 

[The  information  follows:] 

The  advisory  committee  on  injury  control  is  funded  from  the  CDC  appropriation 
for  injury  control.  In  FY  1994,  the  total  budget  for  injury  control  is  $39.3  million. 
Funds  to  support  the  work  of  the  advisory  committee  are  allocated  from  that  budget. 
The  committee  meets  two  to  three  times  each  year. 
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Mr.  Payne.  I'm  just  curious  to  know,  have  there  been  any  pre- 
vention or  educational  measures  that  this  board  has  taken  in  the 
sort  of  prevention  side,  again,  or  under  your  jurisdiction? 

Dr.  McGinnis.  Actually,  there  have  been  a  number  of  related  ac- 
tivities. If  I  may,  I  would  like  to  ask  Dr.  Rick  Waxweiler,  who  is 
from  the  Centers  for  Disease  Control  and  Prevention,  to  comment 
on  that  for  a  minute  or  so. 

Rick. 

Mr.  Waxweiler.  Yes.  Hello.  I'm  from  the  National  Center  for  In- 
jury Prevention  and  Control. 

The  studies  we  have  funded  have  been  through  our  Injury  Con- 
trol Research  Centers  and  have  been  carried  out  by  the  principal 
investigator,  who  is  one  of  your  witnesses  here  today,  Dr.  Kearney. 
And  so  he  could  tell  you  about  some  of  those  investigations  directly. 

Dr.  Kearney.  The  money  that  has  been  earmarked  for  poison 
control  centers,  it's  a  couple  of  research  projects.  We're  a  member 
of  the  San  Francisco  Injury  Center  that  is  funded  by  their  agency. 
There  has  been  some  money  diverted  to  support  research. 

And  one  of  the  issues  that  we  looked  at  was  the  cost  effectiveness 
of  poison  control  centers  and  their  services.  We  performed  a  study 
where  we  looked  at  a  hypothetical  situation  if  the  poison  center 
service  was  or  wasn't  available,  what  were  the  costs  for  alternative 
care,  and  who  were  the  people  that  would  be  responsible  for  paying 
for  those  costs.  So  we  did  a  breakdown  of  who  their — poison  center 
callers — health  insurers  were  and  how  many  would  be  self-paid. 

And  there  have  been  some  other  small  studies  that  have  been  a 
part  of  the  San  Francisco  Injury  Center.  I  think  this  has  been  very 
useful  for  us  in  trying  to  help  make  our  case  and  to  study  the 
whole  issue  of  poison  centers,  although  none  of  the  money  has  been 
diverted  for  operations  of  a  poison  center.  It's  mainly  in  support  of 
policy  research. 

Mr.  Payne.  Dr.  McGinnis,  you  mentioned  about,  you  know,  the 
use  of  the  block  grants,  as  we  have  heard.  Will  you  stipulate,  since 
we  heard  the  mothers  saying  that  they're  starting  to  chat  around 
the  daycare  centers  about  the  fact  that  this  is  becoming  less  and 
less  of  a  priority? 

And,  in  instances,  as  we  have  heard — well,  you  weren't  here,  but 
we  have  heard  from  three  mothers  whose  poison  control  centers 
have  been  closed.  A  number  taken  away  because  of  lack  of  funding. 

And  I  wonder  whether  you  feel  this  is  important  enough  to  stipu- 
late a  portion  of  your  funding,  rather  than  to  leave  it  up  to  each 
individual  area  with  a  block  grant  concept.  But,  if  there's  a  specific- 
ity in  the  budget,  then  you  don't  have  to  see  whether  TB  should 
be  dealt  with,  or  prenatal  care,  or  the  rest. 

Dr.  McGinnis.  Let  me  be  very  candid  with  you  and  say  we  feel 
that  categorical  funding  is  not  an  appropriate  way  for  funding  for 
most  issues.  And  let  me  tell  you  why.  It's  quite  clear  that  the  ineffi- 
ciencies that  have  developed  as  a  result  of  categorical  funding  are 
imposing  tremendous  burdens  on  the  States  right  now. 

The  Centers  for  Disease  Control,  which  is  one  of  our  most  impor- 
tant and  vital  agencies,  administers  a  number  of  those  categorical 
programs.  They  now  have  between  60  and  70  different  reporting 
systems  that  are  required  for  the  States  just  within  CDC,  often  in- 
compatible one  with  the  other. 
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It's  critical,  it's  vital  that  we  take  advantage  of  economies  of 
scale  and  of  efficiencies  in  dealing  with  multiple  problems  when- 
ever we  can.  For  example,  an  information  system  that  is  related  to 
providing  information  on  poison  control  can  also  be  established  cer- 
tainly in  the  hardware,  if  not  in  the  software,  to  deal  with  a  variety 
of  other  health-related  issues,  too. 

I  think  that  while  we  need  to  hold  the  States  more  accountable 
for  their  performance,  including  their  performance  in  dealing  with 
poisoning  prevention,  than  is  currently  available  in  the  block 
grants  as  they're  now  administered,  that  it  would  be  a  mistake  to 
move  to  a  categorical  approach. 

And  one  more  item.  In  the  President's  proposal,  under  the 
Health  Security  Act,  more  accountability  is  built  into  the  proposal 
to  strengthen  the  core  functions  of  public  health  through  additional 
grant  support. 

Mr.  Payne.  Well,  I  do  hear  that  there  is  a  war  on  paperwork.  I 
could  appreciate  the  problem  that  that  creates,  but  I  do  hope  that 
the  administration  will  put  some  teeth  into  monitoring — you  know, 
some  States  might  find  block  grants  as  a  way  to  drop  a  service  they 
were  doing  and  use  the  block  grant  for  that  purpose,  so  they  could 
hold  down  local  taxes  so  that  tney  could  get  reelected. 

Especially  the  closer  you  get  to  local  government,  you  find  many 
times — I  mean,  the  money's  not  used  illegally,  but  the  intent  was 
not  to  supplant  local  or  State  taxes  in  order  to  provide  some  serv- 
ices. 

Dr.  McGinnis.  You're  absolutely  right.  And  it's  for  that  reason 
that  in  the  President's  proposal,  there  is  a  maintenance  of  effort  re- 
quirement. 

Mr.  Payne.  It  seems  like  my  time  has  expired.  So,  Mr.  Chair- 
man, I  will  yield  back  the  balance  of  my  time. 

Mr.  Towns.  Thank  you,  but  you  don  t  have  any  time.  [Laughter.] 

Thank  you  very  much. 

Let  me  just  raise  one  quick  issue  with  you  before  you  leave. 
Under  the  President's  Health  Security  Act  I  know  you  have  what 
is  called  "essential  community  providers."  Would  the  poison  control 
centers  be  considered  an  essential  community  provider? 

Dr.  McGinnis.  The  essential  community  provider  provision  es- 
sentially includes  two  groups  of  people.  It  includes  people  who  are 
now  currently  working  in  federally  qualified  health  centers,  like 
community  health  centers  or  migrant  health  centers,  National 
Health  Service  core  sites,  and  those  who  are  serving  undeserved 
populations  who  are  approved  by  the  Secretary  for  that  designation 
as  essential  community  providers. 

It  is  possible  that  those  operating  a  poison  control  center,  if  they 
were  involved  in  other  related  activities  serving  underserved  popu- 
lations, might  be  approved  for  designation. 

Mr.  Towns.  It  would  seem  to  me  that,  based  on  the  service  that 
they  provide,  that  poison  control  centers  should  be  designated  as 
an  essential  service.  Or  poison  control  centers  should  be  included 
specifically  under  the  core  functions  of  the  public  health  section  in 
the  President's  proposal. 

Dr.  McGinnis.  Well,  the  essential  community  provider  provision, 
I  should  mention,  is  a  designation  that  is  targeted  to  those  who  are 
providing  primary  care  services,  classic  medical  services.  A  center 
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that  was  involved  in  providing  classic  medical  services  could  also 
quite  easily  serve  a  function  as  a  poison  control  center,  if  it  chose 
to  do  so. 

Mr.  Towns.  Thank  you  very  much,  Dr.  McGinnis,  for  your  testi- 
mony. Thank  you. 

Dr.  McGinnis.  Thank  you  very  much. 

Mr.  Towns.  Dr.  Rodgers,  American  Academy  of  Pediatrics;  Dr. 
Miller,  National  Public  Services  Research  Institute;  Mary  Ellen 
Fise,  Consumer  Federation  of  America;  Dr.  Steven  Marcus,  New 
Jersey  Poison  Information  and  Education  System;  Jeffrey  L.  Simon, 
New  York  State  Health  Department. 

I'm  sure  by  now,  you  know  about  the  light,  which  means  we  start 
out  when  its  green;  and  then,  when  it  becomes  red,  that  means 
that  your  5  minutes  have  expired.  Your  entire  statement  will  be  in- 
cluded in  the  record. 

So  why  don't  we  start  with  you,  Dr.  Rodgers. 

STATEMENT  OF  GEORGE  C.  RODGERS,  JR.,  M.D.,  Ph.D., 
AMERICAN  ACADEMY  OF  PEDIATRICS 

Dr.  Rodgers.  Good  morning,  Mr.  Chairman,  and  other  members 
of  the  subcommittee.  I  appreciate  the  opportunity  to  address  the 
subcommittee  today.  I'm  testifying  on  behalf  of  the  American  Acad- 
emy of  Pediatrics,  an  organization  representing  47,000  pediatri- 
cians dedicated  to  promoting  the  health,  safety,  and  well-being  of 
America's  children. 

For  the  last  13  vears,  I've  served  as  the  medical  director  of  the 
Kentucky  Regional  Poison  Center  and  as  a  practicing  pediatrician. 
I  would  like  to  spend  a  little  time  acquainting  you  with  the  func- 
tions that  poison  centers  serve  in  the  care  of  children. 

In  1992,  there  were  over  1.3  million  potentially  poisonous  expo- 
sures in  children  reported  to  the  data  collection  system  of  the 
American  Association  of  Poison  Control  Centers.  We  know,  in  fact, 
that  the  chances  are  better  than  even  that  a  child  will  have  at 
least  one  such  potentially  poisonous  exposure  before  reaching  his 
or  her  6th  birthday. 

Not  all  of  these  exposures  pose  a  risk  to  life,  and  many  need  no 
treatment;  but  the  parent,  caretaker,  and  often,  the  child's  physi- 
cian may  not  know  which  things  out  of  the  tens  of  thousands  of 
products  that  we  have  in  our  homes  and  environment  are  poison- 
ous and  which  are  not. 

For  the  frantic  parent,  all  these  products  are  potentially  injuri- 
ous or  life  threatening.  For  the  parent,  grandparent,  or  pediatri- 
cian, the  poison  center  is  the  only  source  of  that  information.  Most 
physicians  do  not  have  ready  access  to  such  information,  nor  do 
most  emergency  rooms  or  public  health  agencies. 

Poisoning  is  a  potential  medical  emergency.  If  the  material  in- 
gested really  poses  a  risk  to  the  patients  life,  an  immediate  and 
appropriate  response  may  well  make  the  difference  between  life 
and  death. 

For  the  nontoxic  ingestion,  we  would  like  to  avoid  the  unneces- 
sary use  of  expensive  medical  facilities.  Let  me  illustrate  with  a 
brief  example  from  my  own  poison  center.  The  poison  center  re- 
ceived a  call  from  the  mother  of  a  2-year-old  who  had  ingested  a 
few  swallows  from  a  bottle  of  camphorated  oil,  a  common  household 
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product  used  to  treat  insect  bites.  She  called  her  private  pediatri- 
cian, who  instructed  her  to  call  the  poison  center. 

The  child  was  having  no  symptom.  The  poison  center  specialist, 
however,  who  received  the  call,  immediately  recognized  the  serious- 
ness of  this  ingestion.  The  family  was  only  a  few  minutes  from  the 
hospital  and  were  instructed  to  immediately  take  the  child  to  the 
local  emergency  department. 

The  poison  center  specialist  next  called  the  emergency  depart- 
ment and  alerted  the  staff  to  the  situation,  when  to  expect  the  pa- 
tient, and  what  needed  to  be  done  on  arrival.  As  the  family  arrived 
in  the  hospital  parking  lot,  the  child  began  to  seize.  The  emergency 
department  staff  met  them  in  the  parking  lot  and  rushed  the  child 
to  the  emergency  room,  where  materials  and  drugs  were  ready  to 
begin  treatment.  The  child  did  fine. 

Can  you  imagine  what  might  have  happened  in  the  absence  of 
the  poison  center?  Everyone  in  this  real-life  example  relied  on  the 
poison  center  being  there,  only  a  telephone  call  away,  24  hours  a 
day. 

The  pediatrician  knew  the  poison  center  was  there  and  trusted 
our  judgment;  the  family  found  out  that  we  were  there  with  rapid, 
appropriate  information;  and  the  emergency  department  staff  re- 
lied on  us  to  provide  the  most  appropriate  treatment  recommenda- 
tions for  this  child.  This  child's  picture  hangs  in  our  poison  center, 
along  with  those  of  others  for  whom  we  have  made  a  difference. 

How  do  we  solve  the  funding  problems  for  poison  centers?  Many 
solutions  have  been  tried:  endowment  funds,  telephone  taxes,  taxes 
on  hospitals  or  third-party  payers,  and  many  others.  Some  of  these 
solutions  are,  in  fact,  working  in  select  areas  of  the  country.  I'm 
not  here  to  give  you  a  single  perfect  solution.  I  can,  though,  tell  you 
clearly  what  hasn't  worked. 

First,  it's  not  practical  to  charge  the  caller  directly.  This  method 
will  clearly  disenfranchise  those  who  need  us  the  most,  those  too 
poor  to  afford  phones,  big  phone  bills,  or  private  physicians.  Sec- 
ond, relying  on  discretionary  funding  by  private  and  public  institu- 
tions such  as  hospitals  and  universities  has  not  worked.  These  in- 
stitutions are  faced  with  their  own  financial  crises,  and  poison  cen- 
ters are  expendable. 

It  seems  clear  that  the  only  way  for  poison  centers  to  achieve 
long-term  stability  is  for  funding  to  be  channeled  through  a  govern- 
mental agency  with  a  mandate  to  provide  this  essential  public 
health  service.  Whether  these  funds  originate  from  general  reve- 
nues at  the  Federal  or  State  level  or  indirectly  from  entities  such 
as  health  insurance  carriers  or  hospitals  is  a  choice  for  the  political 

process. 

One  possibility  for  both  enhancing  the  effectiveness  of  poison  cen- 
ters and  perhaps  realizing  some  economies  of  scale  may  be  to  link 
more  closely  regional  poison  control  centers  into  a  tighter  national 
network,  with  a  single  800  number  that  all  Americans  could  easily 
recognize.  This  would  not  be  the  same  as  having  a  single  national 
center,  which  is  clearly  an  impractical  solution. 

As  a  practicing  pediatrician,  I  can  tell  you  that  we  must  find  a 
solution  to  this  dilemma.  The  continued  closing  and  crippling  of 
poison  centers  and  their  education  programs  will  only  lead  to  both 


146 

increased  health  care  costs  and  more  deaths.  To  allow  that  to  hap- 
pen just  doesn't  make  sense. 

Thank  you,  Mr.  Chairman,  for  the  opportunity  to  testify  this 
morning. 

[The  prepared  statement  of  Dr.  Rodgers  follows:] 
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Good  morning  Mr.  Chairman,  other  members  of  the 
Subcommittee.   I  appreciate  the  opportunity  to  address 
the  Subcommittee  today.   I  am  testifying  on  behalf  of 
the  American  Academy  of  Pediatrics,  an  organization 
representing  47,000  pediatricians  dedicated  to 
promoting  the  health,  safety  and  well-being  of 
America's  children.   I  am  a  member  of  the  Academy's 
Committee  on  Injury  and  Poison  Prevention  and,  for  the 
for  the  last  13  years,  have  served  as  the  medical 
director  of  the  Kentucky  Regional  Poison  Center,  one  of 
approximately  50  large  regional  poison  centers  serving 
much  of  the  United  States. 

Poisoning  has  traditionally  been  viewed  as  a  pediatric 
problem.   In  the  most  recent  report  of  the  American 
Association  of  Poison  Control  Centers,  covering  over 
1.8  million  poison  exposures  in  1992,  59%  or 
1.3  million  exposures  involved  children  age  five  or 
younger.   An  additional  213,000  poison  exposures 
involved  children  from  six  to  19  years  of  age. 

The  dimensions  of  this  problem  have  been  known  for  many 
years.   In  fact,  it  was  an  injury  prevention  study 
performed  by  the  American  Academy  of  Pediatrics  in  1952 
which  highlighted  the  poisoning  epidemic  and  led,  one 
year  later,  to  the  establishment  of  the  first  Poison 
Control  Center  in  Chicago.   Five  years  later  the 
Academy,  working  with  the  American  Pediatric  Health 
Association,  helped  to  form  the  American  Association  of 
Poison  Control  Centers  --  still  the  lead  poison  center 
organization  today. 

By  the  late  1960's,  there  were  over  600  poison  control 
centers  throughout  the  country.   Events  of  the  last 
twenty  years,  including  a  landmark  survey  of  emergency 
medical  services  (EMS)  which  led  to  our  present  EMS 
system,  have  resulted  in  a  decreasing  number  of  centers 
but  the  evolution  of  large,  regional  centers  serving  an 
entire  state  or  a  large  designated  portion  of  a 
populous  state.   Other  factors  which  have  contributed 
to  the  demise  of  many  small  local  poison  centers 
include  the  cost  of  operation,  liability  issues  and  the 
increasing  complexity  of  our  toxic  environment  and 
methods  of  poison  treatment. 
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Today  there  are  fewer  than  100  poison  centers  in  the 
country  and  the  vast  majority  of  cases  are  handled  by 
about  50  large  regional  centers.   This  has  undoubtedly 
led  to  significant  improvements  in  both  cost- 
effectiveness  and  quality.   These  large  centers  provide 
toll-free,  24-hour  service  with  highly  trained 
full-time,  professional  staffs.   In  addition,  they 
support  both  consumer  poison  prevention  education 
efforts  and  professional  education  programs. 

Data  collection  relating  to  poisoning  cases  is 
extensive  and  is  all  contributed  to  a  central  data 
collection  program  sponsored  by  the  American 
Association  of  Poison  Control  Centers.   This  data  is 
made  available  to  federal  regulatory  agencies  to  aid  in 
the  identification  and  remediation  of  poisoning 
problems . 

I  have  been  asked  to  comment  specifically  on  the  role 
of  Poison  Centers  in  the  medical  community  and  the 
potential  impact  of  any  reductions  of  this  service. 
Having  been  a  medical  director  of  the  Kentucky  Regional 
Poison  Center  for  13  years,  having  served  on  the  board 
of  Directors  of  the  American  Association  of  Poison 
Control  Centers  since  1986  and  being,  above  all,  a 
practicing  pediatrician,  I  feel  well  qualified  to 
address  these  questions. 

First  and  foremost,  poison  centers  are  information 
resources  for  both  the  public  and  medical 
professionals.   Nationally,  about  80%  of  inquiries  to 
poison  centers  come  from  private  homes;  an  additional 
15%  (270,000)  come  from  physicians,  hospitals,  and 
other  health  care  providers;  the  remaining  5%  come  from 
the  workplace,  schools,  and  other  sites.   In  the 
Commonwealth  of  Kentucky,  which  is  typical,  my  center 
received  17  calls  for  each  1000  residents  in  our  state 
last  year.   Looked  at  in  another  way,  one  in  every  60 
citizens  in  Kentucky  called  the  Kentucky  Regional 
Poison  Center  last  year.   For  that  call,  and  the 
treatment  advice  received,  there  was  no  direct  charge. 
Of  the  non-hospital  calls,  fewer  than  20%  were  referred 
to  a  physician  or  health  care  facility  for  treatment ; 
the  remaining  80%  were  successfully  and  safely  treated 
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at  home  or  other  site  of  exposure.   Imagine  the 
potentially  life-threatening  delay,  not  to  mention  the 
unnecessary  cost  and  inconvenience,  if  each  of  these 
families  had  to  visit  the  emergency  department  instead. 

Physicians  in  my  state  --  not  just  pediatricians  but 
all  primary  care  physicians  --  treating  potentially 
poisoned  patients,  have  learned  to  rely  on  the 
information  provided  by  the  Poison  Center.   In  many 
hospitals  in  my  state,  physician  contact  with  the 
poison  center  is  standard  operating  procedure  for  any 
poisoned  patient  arriving  at  the  emergency  department. 
If  this  service  were  curtailed  or  eliminated  in  my 
state,  or  any  other,  there  would  be  no  other  ready 
source  of  the  specialized  information  poison  centers 
provide.   Most  physicians  are  not  familiar  with  the 
myriad  of  consumer  products  or  other  potential  toxins 
in  our  environment,  estimated  to  exceed  a  quarter  of  a 
million  at  present.   Nor  do  public  health  departments 
or  emergency  departments  have  easy  access  to  such 
information.   In  fact  most  emergency  departments, 
because  of  significant  liability  issues,  will  not 
provide  advice  on  any  subject  over  the  telephone. 

Studies  done  in  my  Center  and  others  have  clearly  shown 
that,  in  the  absence  of  a  poison  center,  a  major 
percentage  of  poisoned  patients  would  be  rushed  to 
emergency  departments  or  physician  of f ices- -most 
unnecessarily.   These  studies  were  supported  by  the 
actual  events  which  followed  the  closure  of  the  poison 
center  in  Louisiana  in  1988.   Following  that  closure, 
emergency  department  visits  for  poisoning  in  Louisiana 
rose  dramatically  and  home  treatment  declined 
proportionately.   The  implications  of  all  these  studies 
are  clear:  poison  centers  are  an  efficient  and 
economical  public  health  service. 

The  second  major  value  of  poison  centers  to  the  medical 
community  is  involvement  in  public  and  professional 
education.   Active  programs  in  both  areas  are 
requirements  for  certification  as  a  regional  center  by 
the  American  Association  of  Poison  Control  Centers.   No 
other  organization  in  the  community  has  the  expertise 
to  provide  this  service.   For  35  years,  poison  centers 
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have  been  the  focus  of  toxicology  expertise  in  the 
regions  they  serve.   They  mail  thousands  and  thousands 
of  pieces  of  prevention  information  to  parents, 
grandparents,  and  other  caretakers.   They  spend  time  on 
the  telephone  discussing  prevention  with  parents  who 
call  for  information  or  call  about  a  poisoned  child. 
They  talk  at  schools,  health  fairs,  and  to  parent  and 
teacher  groups.   They  write  the  poison  prevention 
education  programs  used  in  our  schools.   They  are 
available  to  consult  with  local  industry  and  business 
on  toxicology  problems.   They  talk  to  physician, 
nursing  and  pharmacy  groups  about  the  latest  techniques 
and  approaches  to  poison  treatment.   And  they  provide 
impartial  expertise  to  the  news  media  at  the  time  of 
local  disasters.   All  of  these  functions  are  absolutely 
essential  in  a  world  which  surrounds  us  with 
potentially  toxic  materials.   As  in  other  areas  of 
public  health,  prevention  of  poisoning  is  the  most 
cost-efficient  method  of  treatment.   As  a  pediatrician 
it  is  important  to  me  to  be  able  to  prevent,  not  just 
treat,  the  poisonings  that  threaten  to  kill  or 
permanently  disable  my  patients. 

Finally,  poison  centers  are  the  only  means  we  have  in 
this  country  to  efficiently  identify  and  study  problems 
with  toxins  in  our  environment.   This  is  particularly 
important  me  as  a  pediatrician  because  so  little  is 
known  about  many  poisons  in  children.   The  network  of 
poison  centers  across  the  country  has  proven  to  be 
invaluable  in  identifying  new  toxicity  problems  with 
products,  whether  they  be  drugs  or  fingernail  polish. 
The  American  Association  of  Poison  Control  Centers' 
data  base  has  provided  an  invaluable  avenue  to 
statistically  investigate  problems  ranging  from 
pesticide  poisoning  to  rare  drug  side  effects.   Without 
the  poison  centers  whose  data  go  into  this  data  base, 
several  federal  agencies  would  not  have  valid  data  on 
which  to  base  good  regulatory  decisions. 

How  can  we  protect  our  access  to  poison  centers 
nationwide?   The  threat  at  the  present  time  is 
financial .   Several  centers  are  threatened  with  closure 
or  curtailment.   It  is  important  to  understand  that 
poison  centers  generate  no  direct  revenue.   They  are 
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viewed  as  a  financial  liability  to  their  sponsoring 
organizations . 

It  is  also  important  to  know  that  there  is  no  uniform 
pattern  of  poison  center  organization  or  funding.   Most 
centers  have  evolved  over  many  years  from  very  small 
programs  to  the  relatively  large  programs  that  exist 
today.   My  center  in  Kentucky  is  typical.   In  1981  we 
received  13,000  calls  and  had,  in  addition  to  myself, 
two  full-time  staff  and  several  hospital  pharmacists 
who  answered  calls  when  the  full-time  staff  were  not 
present.   Today;  we  have,  in  addition  to  myself,  13 
full-time,  highly  trained  staff  including  a  secretary 
and  a  clinical  coordinator,  to  manage  60,000  cases  with 
24-hour-a-day  service.   Our  annual  budget  is  only 
$650,000  per  year,  less  than  $11  per  call. 

For  most  poison  centers  in  the  country  funding  comes 
from  a  variety  of  sources,  including  state  and  local 
government,  affiliated  universities  or  hospitals, 
grants  and  donations,  and  industrial  contracts.   For 
centers  receiving  direct  state  support  (61%)  about  half 
of  their  funding  comes  from  the  state.   This  pattern  of 
funding  is  not  ideal.   No  single  organization  has  clear 
"ownership"  and  responsibility  for  the  center.   It 
forces  the  center  to  deal  with  multiple  funders  each 
year,  none  of  whom  feels  indispensable.   This  pattern 
has  evolved  because  no  one  has  accepted  financial 
responsibility  for  the  centers.   With  increasing  cost 
pressures  on  universities  and  hospitals,  the  second  and 
third  largest  contributors,  poison  center  funding  has 
become  understandably  expendable.   The  groups  for  whom 
poison  centers  save  money--the  third  party  payors--have 
been  generally  unresponsive  to  requests  for  support, 
with  the  exception  of  state  governments.   Although 
certain  federal  grant  monies  may  be  used  for  poison 
control  efforts,  there  has  never  been  any  federal  money 
designated  expressly  for  poison  centers. 

Numerous  centers,  including  my  own,  have  investigated 
the  option  of  direct  caller  billing.   While  it 
presently  costs  my  center  about  $11  for  each  call,  we 
would  need  to  charge  almost  $4  0  per  call  to  break  even 
under  such  a  system  because  of  the  projected  drop  in 


153 


call  volume,  the  hefty  fee  charged  by  the  phone 
companies  for  such  services,  and  our  liability  for  any 
charges  not  paid  by  the  caller.   More  importantly  such 
a  system  would  disenfranchise  those  who  need  poison 
centers  most  --  those  too  poor  to  have  their  own  phone 
or  doctor. 

What  are  the  alternatives?  First,  it  would  seem  that  we 
must  recognize  that  poison  centers  are  a  public  health 
service  and  treat  them  like  other  public  health 
services.   This  includes  mandating  their  delivery  and 
financing  them  at  a  governmental  level .   This  system 
works  in  the  few  states  with  stable,  full  governmental 
support.   In  these  states,  supporting  funds  have  been 
raised  by  minimal  surcharges  on  phone  bills,  similar  to 
the  way  911  systems  are  often  funded,  or  by  pass- 
through  taxes  on  hospitals  based  on  size.   Other 
sources  for  funds  at  a  state  level  have  been 
investigated  and  might  well  work. 

Alternatively,  funding  of  poison  centers  could  be  a 
joint  federal/state  responsibility,  either  as  part  of  a 
remodeled  health  program  or  as  part  of  the  injury 
prevention  program  at  the  Centers  for  Disease  Control 
and  Prevention.   What  is  very  clear  is  that,  without 
more  appropriate  funding  from  government,  many  poison 
centers  will  not  survive  health  care  reform,  as 
hospitals  and  other  poison  center  supporters  are  forced 
to  further  reduce  costs.   Poison  centers  need  to  be  an 
integral  part  of  health  care  reform  with  recognition  of 
their  public  health  and  preventive  services,  and  not 
incidentally,  their  ability  to  contain  costs. 

Is  the  present  organization  of  poison  centers  optimal? 
Would  a  single  national  poison  center  be  more  cost 
effective?   Everyone  who  has  looked  at  this  question, 
including  those  who  did  the  original  national  surveys 
of  emergency  medical  services,  has  concluded  that  such 
a  system  would  not  be  practical.   Much  of  the  value  of 
poison  centers  in  dealing  with  emergencies  lies  in 
their  extensive  knowledge  and  links  with  the  medical 
community  they  serve.   This  would  be  totally  lost  in  a 
centralized  system.   Based  on  other  examples  of 
centralization  it  is  unlikely  that  such  an  organization 
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would  be  any  more  cost-efficient  and  it  would  certainly 
be  too  large  to  effectively  manage  the  myriad  of 
complex  cases  it  would  receive. 

Efforts  are  and  have  been  undertaken  by  the  American 
Association  of  Poison  Control  Centers  to  more  closely 
link  existing  regional  centers.   Such  a  network  would 
facilitate  the  exchange  of  technical  information, 
including  the  rapid  communication  of  newly  identified 
toxicological  problems  (like  the  adulteration  of 
Tylenol  some  years  back  or  the  more  recent  E.coli 
outbreak  in  meat) .   A  network  also  promotes  the 
exchange  of  educational  programs,  prevention  materials, 
and  information  about  funding  issues. 

Also  under  consideration  are  the  merits  of  a  single 
nationwide  800  number  which  would  be  routed  into  the 
regional  center  serving  a  caller's  region.   A  single 
national  phone  number  would  enhance  public  access  to 
poison  control  centers  and  enable  more  cost-effective 
publicity. 

These  and  other  efforts  however,  will  only  be  effective 
if  poison  centers  achieve  some  measure  of  financial 
security.   Centers  fighting  for  their  existence  have  no 
time  or  resources  to  implement  improvements  made 
possible  by  modern  technology. 
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Mr.  TOWNS.  Thank  you  very  much,  Dr.  Rodgers. 
Dr.  Marcus. 

STATEMENT  OF  STEVEN  M.  MARCUS,  M.D.,  NEW  JERSEY 
POISON  INFORMATION  AND  EDUCATION  SYSTEM 

Dr.  Marcus.  Thank  you. 

I'm  Steven  Marcus.  I'm  the  executive  director  of  New  Jersey's  re- 

g'onal  poison  control  center.  And  I  think  I  have  a  possible  solution, 
ave  I  got  an  idea  for  you. 

You've  already  heard  the  personal  stories  of  how  poison  centers 
impact  on  the  lives  of  children.  You've  also  heard  of  the  risk  of  op- 
erating poison  centers  on  soft  financial  backing.  We  have  also 
heard  of  the  potential  costs  of  closing  the  poison  centers. 

Before  I  give  you  the  answer  to  the  question,  "Is  there  an  anti- 
dote for  budget  cuts?"  and  I  think  there  may  be,  let  me  propose  a 
nationwide  system  as  a  followup  to  what  Dr.  Rodgers  talked  about 
and  that  was  suggested  in  a  resolution  at  the  American  Academy 
of  Pediatrics. 

All  poison  centers  can  share  a  common  800  telephone  number. 
Such  a  system  will  allow  individuals  to  access  their  local  poison 
control  center  in  the  most  efficient  way.  A  single  800  number  will 
eliminate  confusion  in  obtaining  the  number  needed  to  access  a 
local  poison  center.  Each  caller  will  be  automatically  directed  to 
their  local  poison  control  center. 

This  approach  will  increase  national  recognition  for  poison  con- 
trol centers,  enhancing  their  ability  to  provide  direct  services  to 
poison  patients,  and  educational  programs  to  prevent  poisonings. 
This  will  obviously  result  in  savings  of  health  care  costs. 

As  you've  heard,  poison  control  centers  are  a  little  short  of  cash. 
They  have  not  plunged  headlong  into  such  a  system,  for  one,  in 
fear  that  any  increased  costs  that  they  may  find  because  of  this 
would  break  their  backs.  I  propose  another  easily  instituted  fund- 
ing plan. 

There  currently  exists  Federal  regulations  concerning  the  reg- 
istration or  listing  of  companies  which  produce  potentially  hazard- 
ous substances  and  other  regulations  regarding  the  labeling  of  such 
products.  Among  the  labeling  requirements  is  the  statement  that 
if  ingested  or  otherwise  exposed,  the  victim  should  call  a  poison 
control  center  or  seek  medical  care. 

I  propose  that  these  regulations  incorporate  the  statement  that 
the  victim  should  call  the  specific  800  telephone  number,  which 
grants  open,  free  access  into  the  poison  center  network.  Each  man- 
ufacturer or  distributor  of  potentially  hazardous  products  will  be 
billed  an  annual  service  charge  to  use  this  labeling. 

The  cost  of  the  service  charge  will  be  established  by  a  council 
composed  of  representatives  of  the  Federal  agencies  involved,  the 
Food  &  Drug  Administration,  the  Environmental  Protection  Agen- 
cy, and  the  Consumer  Product  Safety  Commission.  These  will  work 
in  cooperation  with  the  American  Association  of  Poison  Control 
Centers,  representing  the  individual  poison  centers. 

There  are  currently  8,161  companies  listed  or  regulated  by  the 
FDA;  3,100  companies  by  the  Consumer  Product  Safety  Commis- 
sion; and  2,300-plus  bv  the  EPA.  I  apologize.  I  can't  get  the  exact 
number  for  the  EPA,  because  there  is  another  group  of  companies 
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that  are  distributors,  not  manufacturers,  and  those  numbers 
weren't  directly  available.  The  EPA  has  promised  to  get  those  to 
me,  but  it  has  been  a  couple  of  weeks,  and  I  haven't  gotten  them 
yet. 

The  actual  number  is  obviously  well  in  excess  of  10,000  such 
companies.  Many  of  these  companies  already  hold  contracts  with 
individual  poison  control  centers. 

Under  current  CPSC  regulations  for  art  materials,  all  art  prod- 
ucts produced  or  distributed  in  the  United  States  must  contain  on 
it  an  after-hours  24-hour  phone  number  to  be  reached  in  case  of  ex- 
posure. That  already  exists.  Companies  are  already  paying  for  it. 

To  fund  a  generous  poison  control  center  system  of  $100  million 
or  more,  if  there  are  10,000  such  companies,  a  $10,000  annual  fee 
spread  across  the  country  would  generate  more  than  $100  million. 

Obviously,  other  formulas  could  be  used.  You  could  change  the 
rate,  depending  on  the  number  of  products  that  are  produced  by  a 
company  or  by  an  individual,  just  do  it  as  a  flat  thing.  My  approach 
is  simple.  I  would  charge  every  company  the  same  amount.  That 
makes  bookkeeping  a  lot  simpler.  I  think  it's  effective.  It  will  re- 
quire very  little  Federal  initiative.  It  won't  require  any  direct  Fed- 
eral dollars. 

It  will  provide  poison  center  services  delivered  by  local  poison 
centers  and  defined  locally.  It  will  allow  free  access  to  care  at  no 
cost  to  the  caller.  If  adopted,  all  citizens  will  know  how  to  reach 
their  poison  center.  If  adopted,  this  approach  will  serve  as  an  anti- 
dote for  budget  cuts. 

[The  prepared  statement  of  Dr.  Marcus  follows:] 
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New  Jersey  Poison  Information  and  Education  System 

201  Lyons  Avenue  Newark,  New  Jersey  07112 

Steven  Marcus,  M.D-.  Executive  Director 
Diplomate,  American  Board  of  Medical  Toxicology 


Emergency 

1-800-962-125 

Facsimile 

1-201-926-001 

Office 

1-201-926-744 

TTY 

1-201-926-800 

Testimony  to  the  Human  Resources  and  Intergovernmental  Relations 

Subcommittee  of  the  House  Committee  on  Government  Operations, 

Tuesday  March  15,  1994 


It  is  a  pleasure  to  provide  you  with  information  regarding  the  design,  function  and 
funding  of  the  New  Jersey  Poison  Information  and  Education  System.  Historically, 
New  Jersey  was  one  of  the  first  states  to  establish  poison  control  centers.  Soon  after 
the  inception  of  the  concept,  New  Jersey  established  several  such  centers.   During  the 
1960's,  32  centers  functioned  at  community  hospitals  throughout  the  state.  In  the  mid 
1970s,  in  response  to  a  federal  mandate  to  examine  the  delivery  of  emergency  care,  the 
state  established  a  task  force  to  explore  the  role  of  poison  control.   In  1982,  the  New 
Jersey  state  legislature  passed  enabling  legislation,  calling  upon  the  Commissioner  of 
Health,  to  establish  a  poison  and  drug  information  system.  The  Commissioner 
appointed  an  advisory  council  that  adopted  the  approach  of  a  "centralized"  system  of 
poison  control  for  the  state.  A  single  800  telephone  number  was  chosen.  All  calls 
were  answered  by  poison  specialists  at  The  New  Jersey  Poison  Information  and 
Education  System(NJPIES),  located  at  and  contracted  by  Newark  Beth  Israel  Medical 
Center  in  Newark,  New  Jersey. 

Over  the  past  eleven  years,  the  poison  control  center  has  responded  to  over  800,000 
calls  for  help.   Fifteen  percent  of  these  calls  were  informational  in  nature  and  involved 
no  known  poison  exposure  while  eighty-five  percent  were  exposure-related.  With  a 
population  of  nearly  eight  million,  the  center's  call  volume  is  related  to  population. 
When  you  break  down  the  calls  by  county  there  is  a  direct  relationship  between  call 
volume  and  population    In  1993,  the  center  responded  to  80,000  calls  and  over  65,000 
exposures. 

NJPIES  has  an  active  outreach  and  public  education  program.  Three  of  its  22  poison 
specialists  regularly  schedule  school-based  educational  programs.  They  train  children 
to  motivate  their  families  to  poison-proof  their  homes.  The  medical  and  executive 
director  regularly  tours  the  area  hospitals  giving  conferences  and  continuing  education 
programs  on  poison  prevention  and  management.  The  education  director  publishes 
Toxbrief,  a  brief  synopsis  of  management  suggestions  for  various  poisons  that  is  mailed 
regularly  to  area-wide  hospitals.   All  hospitals  are  provided  with  literature  and  camera- 
ready  artwork  to  use  in  their  own  educational  programs  for  their  communities. 

Until  1983  poison  centers  received  no  specific  funding  for  their  programs;  they  derived 
their  meager  funds  from  either  emergency-room  or  pharmacy  budgets  depending  upon 
the  specific  location.  They  had  no  full  time  staff  and  made  few  or  no  reports  to 
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anyone.   In  1983,  the  New  Jersey  State  Department  of  Health  provided  funds  to  launch 
the  program.  In  1984,  NJPIES  became  a  line  item  of  the  Department  of  Health's  state 
budget.   In  addition  to  the  line  item  budget,  hospitals  were  asked  to  voluntarily  support 
the  system  with  monetary  contributions.  These  funds  enabled  NJPIES  to  operate  for 
several  years.   In  1991  the  Department  of  Health  was  able  to  have  the  costs  of 
"membership"  in  NJPIES  incorporated  into  the  hospital  reimbursement  rate.  This 
carried  with  it  the  obligation  of  each  hospital  to  pay  its  membership  fee  or  risk  being 
held  in  violation  of  cost-shifting  regulations.   In  1991,  all  hospitals  were  thus  expected 
to  become  supporting  members.   In  1992,  the  Department  of  Health  promulgated 
further  regulations  requiring  membership  in  NJPIES  for  licensure  as  an  acute  care 
hospital.  These  rules  became  effective  January  1993.  The  Division  of  Emergency 
Medicine(OEMS),  in  negotiation  with  the  staff  of  NJPIES  and  its  advisory  council, 
established  the  rate  to  be  charged  for  membership.  The  rate,  in  1993,  was  $12,362 
billed  to  85  hospitals.  The  rate  for  1994  has  not  yet  been  set.   The  OEMS  Division  has 
gone  on  record  stating  that  future  increases  in  rate  will  depend  on  call  volume,  with  a 
correction  for  inflation.  With  such  "firm"  dollars  the  funding  for  future  years  appears 
stable. 

There  are  many  apparent  savings  in  the  existence  of  NJPIES.   Care  is  stream-lined. 
Over  fifty  percent  of  our  calls  relate  to  childhood  poisonings.   Our  ability  to  keep 
children,  not  needing  hospital  care,  out  of  the  hospital  has  saved  many  millions  of 
health  care  dollars  in  our  eleven  years  of  existence.  Patients  who  need  treatment  are 
initiated  on  treatment  in  the  home.  They  are  then  transferred,  in  an  orderly  fashion,  to 
an  appropriate  hospital  for  further  care.  This  shortens  the  hospital  stay,  decreases 
inter-hospital  transfers  and  further  lowers  health  care  costs. 

We  do  not  anticipate  reductions  in  poison  control  services  in  New  Jersey.   However, 
decrease  in  services  outside  of  New  Jersey  has  a  direct  impact  on  our  continued  ability 
to  respond  to  the  citizens  of  New  Jersey.  We  have  a  nationwide  800  telephone  number 
as  part  of  our  disaster  recovery  system.  When  poison  centers  in  Louisiana  and 
Michigan  closed  a  few  years  ago,  and  when  one  center  in  Texas  began  refusing  to  take 
calls  from  outside  of  its  funding  base,  calls  to  our  center  from  those  states  increased 
dramatically.  Callers,  from  anywhere  in  the  United  States,  who  called  the  800 
information  operator  were  given  our  number  as  the  poison  center.   Recently,  we 
discovered  that  there  are  three  centers  listed  by  the  800  information  operator  as  poison 
control.   Ours  listing  comes  up  first  alphabetically  and  so  is  most  often  given  to  the 
caller. 

An  increased  call  volume  translates  into  less  time  available  for  our  specialists  to 
provide  prevention  education.   Prevention  education  is  the  cornerstone  of  building  a 
cost-effective  program  since  it  should  pay  off  in  future  decreased  number  of  poisoned 
victims,  lower  health  care  costs  and  better  lives  for  our  children. 

The  existence  of  our  nationwide  800  telephone  number  showed  us  the  ease  with  which 
the  population  can  be  taught  to  use  poison  center  services.  Without  any  effort  on  our 
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part,  we  receive  a  large  number  of  calls  from  outside  of  our  state.  Many  poison 
centers  use  their  own,  unique,  800  telephone  number.   Educational  programs  are 
developed  at  each  center  and  involve  teaching  the  number  that  center  uses.   A 
nationwide  telephone  number  answered  by  the  regional  center  at  that  location  would 
allow  "transportability"  of  poison  prevention  education.  The  number  could  be  printed 
on  all  potentially  dangerous  products  and  included  in  first  aid  courses,  etc.   Prevention 
programs  could  thus  be  more  effective  and  access  to  poison  care  would  be  simpler,  free 
and  available  to  anyone  capable  of  using  a  telephone.  There  could  be  cost  savings 
related  to  the  scale  simply  in  printing  of  common  educational  literature.   NJPIES  now 
pays  approximately  five  cents  for  a  card  of  stickers.  If  we  printed  one  million  at  a 
time,  the  cost  would  drop  to  four  cents.   Additional  increases  in  quantity  would 
translate  into  additional  savings.  The  poison  center  movement  could  spend  such  saved 
dollars  on  further  educational  program  development,  thus  impacting  on  future  health 
care  costs  by  lowering  the  costs  of  treating  poisoned  patients. 

The  American  Academy  of  Pediatrics'  Chapter  forum  examined  the  issue  of  a  network 
of  poison  control  centers  using  a  single  800  number  and  approved  the  concept.   The 
Joint  Commission  on  Hospital  Accreditation  has  included  a  statement  in  their  1994 
manual  that  all  hospital  staffs  must  have  access  to  poison  control  information.  With  the 
pending  interest  in  health  care  reform  the  time  is  ripe  for  reforming  poison  control 
services,  primarily  in  funding  them. 

The  model  chosen  in  New  Jersey  may  not  work  nationwide.  With  the  coming  changes 
in  hospital  reimbursement,  hospitals  may  have  difficulty  with  the  concept  of  saving 
public  health  dollars  by  charging  hospitals.  Regulatory  efforts  in  New  Jersey  have 
been  successful  in  convincing  hospitals  that  it  is  their  obligation  to  support  these 
efforts.   Funding  of  other  programs  in  New  Jersey  now  use  a  similar  approach.  The 
Perinatal  Consortium  programs  are  funded  through  a  fee  charged  to  all  New  Jersey 
Hospitals  at  nearly  ten  times  our  fee.  Similar  regulatory  efforts  on  a  national  basis  may 
prove  as  effective. 

Another  approach  is  to  use  the  regulatory  powers  already  available  to  federal  agencies. 
Under  Title  21,  Part  330. 1  of  regulations  concerning  over  the  counter  medications,  the 
United  States  Food  and  Drug  Administration(FDA)  currently  requires  a  precautionary 
warning  to  "keep  products  out  of  the  reach  of  children  and  to  call  a  poison  control 
center  if  any  is  ingested. "  According  to  records  at  the  FDA  there  are  eight  thousand 
one  hundred  and  sixty  one  (8,161)  registered  manufacturers  and  distributors  of 
domestic  medicinal  products. 

The  United  States  Environmental  Protection  Agency(EPA)  regulates  the  labeling  and 
listing  of  products  used  as  pesticides,  rodenticides,  herbicides,  insecticides  or  even 
disinfectants.   Under  the  Federal  Insecticide,  Fungicide  and  Rodenticide  Act  (FIFRA) 
they  currently  regulated  any  pesticide  sold  or  distributed.  Under  Section  3C  of  FIFRA, 
a  company  must  have  a  label  on  file  for  all  pesticides  it  sells  or  distributes.  They 
currently  have  two  thousand  three  hundred  (2,300)  companies  with  active  pesticide 
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registrations.  In  addition,  there  are  companies  that  are  distributors  of  registered 
pesticides.   Some  manufactureres  may  have  as  many  as  one  hundred  (100)  distributors 
of  its  products,  each  of  these  would  be  subject  to  EPA  labelling  requirements. 

The  United  States  Consumer  Product  Safety  Commission(CPSC)  currently  requires 
warning  labels  and  first  aid  advice  on  art  supplies  and  other  consumer  products.   Under 
the  Federal  Hazardous  Substance  Act,  the  CPSC  has  the  authority  to  enforce 
regulations  as  stated  in  the  Poison  Prevention  Act  of  1970.  In  addition,  in  section  3(b) 
the  Secretary  of  the  CPSC  has  the  authority  to,  by  regulation,  "establish  such 
reasonable  variations  or  additional  label  requirements  as  he  finds  necessary  for  the 
protection  of  public  health  and  safety;  and  any  such  hazardous  substance  intended,  or 
packaged  in  a  form  suitable,  for  use  in  the  household  or  by  children,  which  fails  to 
bear  a  label  in  accordance  with  such  regulations  shall  be  deemed  to  be  a  misbranded 
hazardous  substance ."  The  Labeling  of  Hazardous  Art  Materials  Act  (LHAMA), 
enacted  in  1988  amended  the  Federal  Hazardous  Substance  Act  (FHSA).  15  U.S.C. 
1277.   According  to  LHAMA,  as  of  November  18,  1990,  the  requirements  for  labeling 
is  that  suggested  in  the  1988  version  of  American  Society  For  Testing  and  Materials 
(ASTM)  D-4236.  ASTM  D-4236,  and  thus  LHAMA,  requires  that  the  precautionary 
label  on  art  material  determined  to  present  a  potential  chronic  health  hazard  must 
identify  a  source  for  additional  health  information.  The  ASTM  standard  provides  three 
examples  of  such  a  source:  (1)  provision  of  a  24-hour  toll-free  telephone  number,  (2)  a 
statement  to  contact  a  physician,  or  (3)  a  statement  to  call  a  local  poison  control  center. 
LHAMA  requires  however,  that  "art  materials  that  require  chronic  hazard 
labeling... must  include  on  the  label... an  appropriate  telephone  number."  15  U.S.C. 
1277  (b).  The  CPSC  has  stated  its  position  that  "an  appropriate  telephone  number"  is 
one  enabling  the  purchaser  to  obtain  additional  information  about  the  product's 
potential  chronic  hazard.  Further,  the  CPSC  has  stated  that  the  label  must  contain  a 
phone  number,  not  just  a  statement  to  contact  a  doctor,  and  it  must  be  a  United  States 
telephone  number.   ASTM-D4236,  as  modified  by  LHAMA,  is  applicable  only  to  art 
materials.  Congress  provided  a  very  broad  definition  of  art  material  in  LHAMA.  The 
term  is  defined  as  "any  substance  marketed  or  represented  by  the  producer  or  repacker 
as  suitable  for  use  in  any  phase  of  the  creation  of  any  work  of  visual  or  graphic  art  of 
any  medium,"  excluding  products  subject  to  FIFRA  or  FDA  regulations.  The  CPSC 
thus  promulgates  regulations  which  effect  sixteen  hundred  (1,500)  manufacturers  of 
hazardous  household  products  and  sixteen  hundred  (1,600)  manufacturers  or  importers 
of  toys  and  or  children's  art  materials  or  traditional  art  materials. 

There  are  thus  thirteen  thousand  five  hundred  and  sixty  one  (13,561)  companies  which 
fall  directly  under  current  federal  regulations  regarding  labelling  of  potentially 
hazardous  products.  When  distributors  of  regulated  pesticide  products  are  included  the 
number  of  such  companies  exceeds  ten  thousand. 

With  the  regulatory  powers  already  vested  in  the  federal  government,  all  that  is  needed 
is  a  tariff,  or  usage  charge,  to  incorporate  the  uniform  800  number  on  all  such  labels. 
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Setting  a  tariff  of  ten  thousand  dollars  ($10,000)  per  company  and  billing  ten  thousand 
companies  raises  revenue  of  one  hundred  million  dollars  ($100,000,000).   One  might 
establish  a  tariff  based  on  numbers  of  products,  market  share,  etc.,  if  billing  by 
company  was  deemed  unfair.  The  fine  points  of  who  to  bill  and  how  much  to  bill 
would  be  established  by  the  council  made  up  of  representatives  of  the  three  federal 
agencies  and  the  poison  control  centers.   Revenues  from  such  fees  would  be  more  than 
adequate  to  successfully  support  nationwide  poison  center  activities.  In  the  model  that 
I  propose,  the  Commissioner  of  the  FDA,  the  Chairman  of  the  CPSC  and  the 
Administrator  of  the  EPA  will  appoint  a  Commission  or  Council  to  function,  in  an 
oversight  fashion,  to  monitor  poison  center  activity.  This  group  will  negotiate  with  the 
American  Association  of  Poison  Control  Centers  (AAPCC)  for  delivery  of  care,  rate 
setting,  data  reporting  requirements,  and  enforcement  of  fee  schedule.  Currently,  all  of 
the  agencies  have  the  ability  to  fine,  embargo  or  otherwise  impact  on  enforcement 
issues.  The  AAPCC  will  set  and  administer  requirements  for  the  individual  poison 
control  centers  and  will  coordinate  data  collection  and  apportion  revenue  on  a 
predetermined  basis.  The  AAPCC  will  establish  cooperative  educational  development 
programs  and  uniform  printing  contracts,  etc.  The  individual  poison  centers  will 
develop  their  own  local  programs  in  cooperation  with  the  AAPCC,  will  hire  their  own 
staff  and  administer  their  own  programs  to  meet  the  needs  of  their  citizens.  They  will 
develop  a  budget  and  present  it  to  the  AAPCC  for  approval. 

Such  a  structure  will  allow  budgetary  oversight  to  avoid  the  appearance  of  impropriety. 
It  will  also  provide  a  forum  for  discussion  of  matters  of  interest  and  to  enable 
continued  function,  with  growth,  of  the  poison  center  movement. 

Poison  control  centers  are  valuable  components  of  the  health  care  delivery  system. 
They  are  cost  effective  and  capable  of  saving  lives.  If  creative  funding  can  be  found  to 
ensure  the  survival  of  poison  centers  they  can  expand  their  roles  in  preventive 
education  as  well  as  in  crisis  management.  With  the  help  of  Congress,  we  can  mold  a 
better  poison  control  system.  A  nationwide  poison  control  system  will  provide 
dividends  in  reduced  health  care  costs  and  lives  salvaged  for  many  years  to  come. 

Thank  you  for  the  opportunity  to  address  you. 
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DEPARTMENT  OF  HEALTH 

CN  364.  TRENTON.  N.J    08625-0364 


June  8,  1993 

Steven  M.  Marcus,  MO 

Executive  Director 

New  Jersey  Poison  Information 

and  Education  System 
201  Lyons  Avenue 
Newark  NJ  07112 

Dear  Dr.  Marcus: 

This  letter  is  a  f oilowup  to  our  telephone  conversation  of  June  2  and 
previous  efforts  to  establish  a  1993  budget  for  NJPIES.  As  we  discussed, 
1993  will  be  the  base  year  on  which  future  budgets  for  the  poison  center 
will  be  calculated. 

Your  approved  budget  Is  as  follows: 

Salaries  $1,035,610 

Fringe  (18.5%  on  above  salaries)  191,588 

Supplies  (includes  10%  increase)  280,719 

Telephone  Upgrade  29,000 

Total  $1,536,917 

The  salary  and  fringe  lines  cover  25  poison-related  staff,  but  do  not 
include  support  for  an  assistant  director.  They  do  provide  for  16  poison 
information  specialists.  This  will  assure,  based  on  an  anticipated  1993 
poison-related  call  volume  of  80,000  calls,  that  tiie  specialists  will 
handle  about  5,000  calls  each  —  a  level  within  AAP0C  guidelines. 

A  5%  across-the-board  raise,  far  current  NJPIES  personnel  (exclusive  of 
the  new  hires)  has  been  included  in  order  to  keep  salaries  competitive.  We 
understand  that  staff  does  not  receive  a  shift  differential  or  time-and-a- 
half  for  overtime. 

The  supplies  line  has  been  Increased  10%  above  last  year's 
expenditures  and  includes  telephone  costs  (supplies  $280,719).  A  one-time 
$29,000  line  item  has  been  added  far  "telephone  upgrade." 

N.J.A.C.  8:43G-5.10  states  that  "All  hospitals  providing  emergency 
room  services  shall  be  members  in  good  standing  of  the  New  Jersey  Poison 
Information  and  Education  System  established  pursuant  to  N.J.S.A.  26:2-119 
et  seq."  For  1993,  NJPIES  is  authorized  to  bill  each  hospital  $12,362  for 
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membership.  In  order  to  calculate  the  amount  to  be  charged  each  hospital 
for  1993  membership,  the  Department  used  the  following: 

Total  1993  Approved  NJPIES  Budget  $1,536,917 

T<»sg  EMS/Rabies  Grants  -  486,186 

Total  Membership  Costs  $1,050,731 

Divided  by  85  Hospitals  $   12,362 

The  five  new  poison  specialist  positions  which  will  be  filled  this 
year  (resulting  in  only  a  partial  year  on  staff  during  1993)  will  need 
full-year  funding  in  1994.  This  will  cost  an  extra  $78,026  far  salaries 
and  $14,435  far  fringe  benefits  or  a  total  of  $92,461  @  $1,088  extra  per 
hospital.  This  Information  will  be  kept  In  mind  when  preparing  the  1994 
budget. 

Regarding  the  Department  of  Health,  Office  of  Emergency  Medical 
Service's  FY94  (July  1,  1993  -  June  30,  1994)  $486,186  grant  to  you  far 
NJPIES  and  rabies,  the  Department  plans  to  advance  NJPIES  $145,856.  The 
balance  will  be  paid  In  four  equal  quarterly  Installments  of  $85,082.50. 
This  should  *^«*>  cash  flow  problems  until  the  hospital  payments  are  made. 

Sincerely, 

George  Leggett 
Chief  Administrator 
Emergency  Medical  Services 

c  Paul  R.  Langevin,  Jr. 
Sarah  M.  Mathews 
William  S.  Jaeger 
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(b)  The  plan  shall  include  education  programs  that  address  at  least 
the  following: 

1.  Orientation  of  new  staff  to  the  service  in  which  the  individual 
will  be  employed,  including  a  review  of  the  service's  equipment,  policies, 
and  procedures  and  identification  of  individual  employee  duties  for  receiv- 
ing and  evacuating  patients  in  the  event  of  a  disaster; 

2.  Use  of  new  clinical  procedures,  new  equipment,  and  new  technol- 
ogies, including,  where  applicable,  computers; 

3.  Individual  staff  requests  for  education  programs; 

4.  Supervisor  judgements  about  education  needs  based  on 
assessment  of  staff  performance; 

5.  Education  on  statutory  requirements  relevant  to  the  specific 
service  such  as  identification  and  reporting  of  victims  of  abuse;  and 

6.  Areas  identified  by  the  hospital-wide  quality  assurance  program 
as  needing  educational  programs;  and 

7.  Rights  and  responsibilities  of  staff  under  the  New  Jersey  Advance 
Directives  for  Health  Care  Act  (P.L.  1991,  c.201)  and  the  Federal  Patient 
Self  Determination  Act  (P.L.  101-508),  and  internal  hospital  policies  and 
procedures  to  implement  these  laws. 

(c)  Implementation  of  the  plan  shall  include  records  of  attendance 
for  each  program  and  composite  records  of  participation  for  each  staff 
member. 

Amended  by  R.1992  d.72,  effective  February  18,  1992. 
See:  23  NJ.R.  2590(a),  24  N.J.R.  590(a). 

Annual  requirement  added  at  (a);  identification  and  reporting  of  abuse  victims  added 
at  (b)6. 

Amended  by  R.1992  d.132,  effective  March  16,  1992. 
See:  23  NJ.R.  3256(a),  24  N.J.R.  942(a). 

Text  added  at  (b)7  on  advance  directives. 

8:43G-5.10    Funding  for  regionalized  services 

(a)  All  hospitals  providing  emergency  room  services  shall  be  members 
in  good  standing  of  the  New  Jersey  Poison  Information  and  Education 
System  established  pursuant  to  N.J.S.A.  26:2-119  et  seq. 

(b)  All  hospitals  with  licensed  obstetric  or  pediatric  beds  or  designated 
as  a  Community  or  Regional  Perinatal  Center  pursuant  to  NJ.A.C.  8:33C 
shall  be  a  member  in  good  standing  of  a  Maternal  and  Child  Health 
Consortium  as  defined  in  NJ.A.C.  8:35. 

(c)  Prior  to  the  designation  of  the  Maternal  and  Child  Health  Con- 
sortium pursuant  to  the  certificate  of  need  process  and  after  the  expiration 
of  the  Robert  Wood  Johnson  Foundation  funding  for  consortia  on  or 
before  March  1,  1993,  all  hospitals  eligible  for  a  perinatal  adjustment  in 
a  1993  revenue  cap  approved  by  the  Hospital  Rate  Setting  Commission 
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The  ShopRHe  Pharmacy  Department 

Your  Supermarket  Drugstore 


-irSrarrS: 


March  Is  Poison 
Prevention  Month... 

And  your  ShopRite  Pharmacy 
Department  wants  to  help  you 
and  your  children  keep  safe. 

Here  are  mmk  tips: 

♦  Never  tell  children  medi- 
cine "tastes  like  candy". 

♦  Give  medicine  only  to  the 
person  for  whom  it's  been  pre- 
scribed. 

♦  Do  not  take  or  give  med- 
lg  icaiions  in  the  dark  or  without 
**,-.  reading  the  label         -  "-*. 

I1'       ♦  Be  extra  cautious  about 

medications  you're  keeping  In 

places  other  than  the  medicine 

cabinet  such  as:  your  purse,  a 

..  diaper  bag,  glove  compartment, 

;:-  kitchen  drawers,  etc. 

You  may  not  realize  it,  but 
?■  your  kitchen,  bathroom,  laun- 
':'  dry  area,  garbage/storage  areas 
.  and  the  rest  of  your  house  is 
':.':  full  of  products  that  can  be 
:   extremely  harmful  if  ingested. 

Here's  a  list  of  products 
that  should  be  kept  out  of 
,    reach  (that  means  off  coun- 
| ,  tertops,  tables,  dressers,  etc) 
or  In  a  locked  cabinet: 

♦  Household  Cleaning 
"~*  Products 

!?:     ♦  Medications 

♦  Alcoholic  Beverages 

♦  Perfumes 

?!     ♦  Bleaches,  soaps,  detergents 
--  and  measuring  cups  for  such 
r.  products. 

:*-:     ♦  Cigarettes,  tobacco,  ashes, 

'  ashtrays  and  cigarette  butts. 

The  following  products 

should  be  kept  In  a  locked 

^cabinet; 

f\     ♦  Weed  killers,  insect  sprays, 

gasoline,  car  products,  turpen- 
,.  tine,  paints,  and  paint  products. 


L 


What 
You 
Donl 
Know 
About* 
Poisons 
Could 


Here's  some  general  tips 
on  keeping  your  house  poi- 
son proof; 

♦  Clean  out  your  medicine 
chest  regularly.  Flush  out  all  old 
medications. 

♦  Always  keep  all  medica- 
tions and  other  products  in 
their  original  containers. 

♦  Identify  and  label  all  your 
plants  so  in  case  of  emergency, 

^'■yoTW  know^wha^ou're  deal- 
ing wfthr     ■*•*«  ~-*-;"7 

♦  Always  keep  Syrup  of 
Ipecac  in  your  home,  but  do 
not  administer  it  until  you  call 
the  New  Jersey  Poison  Control 
Center. 

♦  Always  mark  any  medica- 
tion bottle  when  you  use  it,  so 
in  case  of  an  emergency  you'll 
know  how  many  pills  or  liquid 
have  been  ingested.  _ 

_  Ihe  New  Jersey  Poison  ,. , 
Control  Center  Is  available 
24  hours  a  day,  7  days  a 
week  at  1-800-962-1253. 


YOU! 


Tin*  SltopRjic  I'li'irhm')  IVp:irii 
is  £>i\ini>  "iw-iy  run:  baby-sitters 
"Do's  and  Donl's"  brochures  ai 
phone-  slickers  to  the  first  -oo 
adults.  No  piiivli:ise  neiVNS:ir\  ,  (  ) 
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New  Jersey  Poison  Control  Center  1-800-962-1253 
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1993  AAP  Annual  Chapter  Forum 


Chapter  officers  approve  more  than  80  resolutions 

Forum  calls  for  non-discrimination,  TV  violence  policies 


AAP  chapter  representatives  met  at  the  1993  Annual 
Chapter  Forum  in  September  to  debate  more  than  90  resolu- 
tions that  could  influence  AAP  policy. 

Successful  resolutions  included  a  call  for  the  Academy  to 
support  a  cigarette  advertising  ban.  as  well  as  requests  that 
the  Academy  work  to  decrease  violence  on  television,  in 
movies  and  other  media.  The  forum  also  approved  three 
resolutions  supporting  non-discrimination  policies  toward 
patients,  physicians  and  other  health  care  providers. 

Earlier  this  year.  AAP  chapter  leaders  asked  members  for 
their  input  on  the  resolutions.  The  successful  resolutions 
were  forwarded  to  the  AAP  Board  of  Directors  for  their 
consideration. 

The  resolutions,  and  their  dispositions,  are  listed  here. 
Defeated  resolutions  are  not  referred  to  the  AAP  Board  of 
Directors.  Resolutions  "adopted  as  amended"  were  rewritten, 
in  pan.  by  the  forum. 

1.  Ban  of  Cigarette  Advertising 

Submitted  by:  Ohio  Chapter/District  V  and  District  VII 
Resolved,  that  the  Academy  actively  seek  a  complete  ban 
of  cigarette  advertising. 

Disposition:  Adopted  as  amended 

2S.  Alcohol  and  Tobacco  Advertisement 

Submitted  by:  Tennessee  Chapter/District  IV 
Resolved,  that  the  Academy  promote  state  and  federal 

legislative  actions  prohibiting  the  advertisement  of  alcohol  or 

tobacco. 

Disposition:  Adopted 

3.  Tobacco/Alcohol  Advertising 

Submitted  by:  California  Chapter/District  II  and  District  DC 
Resolved,  that  the  Academy  desist  from  future  coopera- 
tion with  any  publication  thai  displays  advertisements  for 
tobacco  and  alcohol  products. 
Disposition:  Adopted 

4.  Pediatrician  Counseling  of  the 
Hazards  of  Second-hand  Cigarette 
Smoke 

Submitted  by:  Oregon  Chapter 

Resolved,  that  the  Academy  develop  a  low-cost  method 
of  incorporating  second-hand  smoke  hazard  information, 
such  as  including  it  in  The  Injury  Prevention  Program  (TIPP) 
handouts,  for  pediatricians  to  use  during  routine  health  super- 
vision visits,  particularly  in  children  under  the  age  of  2  years. 

Disposition:  Adopted 

5.  Development  of  a  National  Network  of 
Regional  Poison  Control  Centers 

Submitted  by:  California  Chapter  4/District  II  and  Dis- 
trict K 


Resolved,  that  the  Academy  initiate  the  development  of 
legislation  to  create  a  national  network  of  regional  poison 
control  centers  with  an  800  telephone  number. 

Disposition:  Adopted  as  amended 

6S.  Births  to  Single  Mothers 

Submitted  by:  South  Carolina  Chapter/District  IV 

Resolved,  that  the  Academy  foster  the  development  of 
public  policy  that  is  family  friendly  and  supports  the  mainte- 
nance of  a  two-parent  household,  and  be  it  further 

Resolved,  that  the  Academy  develop  policy  to  help  pedia- 
tricians to  provide  guidance  to  single-parent  households  in 
situations  in  which  two-parent  households  are  not  possible. 

Disposition:  Adopted  as  amended 

7.  Nutritionally  At-risk  Infants 

Submitted  by:  District  I 

Resolved,  that  the  Academy  petition  the  Food  and  Nutri- 
tion Service  of  the  U.S.  Department  of  Agriculture,  to 
consider  infants  whose  families  meetlne  Supplemental  Feed- 
ing Program  for  Women.  Infants  and  Children  income 
guidelines  as  being  nutritionally  at-risk,  per  se. 

Disposition:  Adopted 

8.  Providing  Healthy  Families  for  At-risk 
Children 

Submitted  by:  North  Carolina  Chapter 

Resolved,  that  the  Academy  establish  criteria  for  identi- 
fying children  who  are  at-risk  for  suboptimal  physical  and/or 
mental  development  because  of  adverse  home  environmental 
factors,  and  be  it  further 

Resolved,  that  the  Academy  make  a  special  effort  to 
encourage  pediatricians  to  evaluate  the  families  of  their  pa- 
tients to  be  sure  that  children,  who  are  al-risk  because  of 
home  environmental  factors  detrimental  to  the  normal  physi- 
cal and/or  mental  development  of  children,  are  identified  as 
early  as  possible  and  that  their  families  are  referred  promptly 
to  community  family  support  agencies. 

Disposition:  Adopted 

9.  Downward  Extension  of  Head  Start 

Submitted  by:  District  V/District  VII 

Resolved,  that  the  Academy  strongly  support  the  down- 
ward extension  of  Head  Start  to  cover  all  infants  and  children 
to  provide  appropriate  early  intervention  for  at  risk  children, 
including  those  with  developmental  disabilities. 

Disposition:  Adopted 

10S.  School  Absences 

Submitted  by:  Florida  Chapter/District  IV 
Resolved,  that  the  Academy,  through  the  Committee  on 
School  Health,  issue  a  statement  opposing  the  automatic 
addition  of  grade  point  scores  for  perfect  attendance  as  being 
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Section  2:  Management  of  Information       ♦       4J 
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Knowledge-Based  Information 

IM.9 

The  management  of  knowledge-based  information  (also  referred  to  as  the 
"literature")  provides  for  the  identification,  organization,  retrieval,  analysis, 
delivery,  and  reporting  of  the  clinical  and  managerial  journal  literature, 
reference  information,  and  research  data  for  use  in  designing,  managing, 
and  improving  patient-specific  and  organizational  processes. 


1   2  3  4  5  NA 


IM.9.1  The  organization  provides  systems,  resources,  and  services  to  meel  Us 
informational,  educational,  and.  when  appropriate,  research-related  needs 
for  knowledge-based  lnformatlon/lUerature.  1  2  3  4  5  NA 

DM. 9.2  The  extent  of  knowledge-based  Information  services,  resources,  and 
systems  (for  example,  professional  library  and  health  Information  services) 
is  related  not  only  to  the  organizational  services  provided  but  also  to  the 
needs  of  the  medical  and  nursing  staffs,  administrators  and  managers, 
other  health  professional  stafT.  other  stafT  in  the  organization,  students, 
patients  and  their  families,  and  researchers.  1   2  3  4  5  NA 

IM.9.2. 1    The  assessment  of  the  organizational  needs  for  knowledge- 
based  information  considers 

IM.9.2. 1.1    the  need  for  accessibility  and  timeliness:  1   2  3  4  5  NA 

IM.9.2. 1  .2    the  need  to  link  with  the  organization's  Internal  Informa- 
tion systems:  and  1  2  3  4  5  NA 

IM.9.2. 1 .3    the  need  to  link  with  appropriate  external  databases  and 

Information  networks.  1  2  3  4  5  NA 

DM.9.3  Systems  and  structures  (electronic  or  paper  based)  provide  for  the 
appropriate  identification,  organization,  retrieval,  analysis,  delivery,  and 
reporting  of  knowledge-based  Information/literature  to  meet  Identified 
needs.  1  2  3  4  5  NA 

IBI.9.4  Accessible  knowledge-based  Information  resources  Include  clinical  and 
management  literature  (In  appropriate  formats.  Including  paper  or  elec- 
tronic journals,  books,  technical  reports,  and  audlovlsuals):  externally 
produced  databases:  practice  guidelines:  and  information  in  multiple 
formats  for  patient  education  (brochures,  articles,  pamphlets,  audiovisual 
materials,  and  models).  1  2  3  4  5  NA 

IM.9.4.1    The  organization's  knowledge-based  Information  resources 

lit r 1  2  3  4  5  NA 

The  pharmacy,  medical,  and  nursing  staff  have  access  to  poison-control 
information. 


A  hospital  formulary  or  drug  list  Is  readily  available  to  the  staff  who  use  It 
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Articles 

A  Regional  Poison  Control  System 

Effect  on  Response  to  Hypothetical  Poisonings 

Steven  M.  Marcus,  MD;  Claire  Chafee-Bahamon,  MS;  Virginia  W.  Arnold,  MPH;  Frederick  H.  Lovejoy,  Jr,  MD 


•  Poisoning  of  young  children  fre- 
quently result*  In  parents  seeking  help. 
Parents  either  telephone  tor  poison 
treatment  Information  or  go  directly  to  a 
physician's  office,  hospital  clinic,  or 
emergency  room.  To  determine  If  a  re- 
gional poison  control  system  reduces 
the  Inappropriate  use  of  medical  treat- 
ment services,  parents  attending  subur- 
ban and  Inner-city  clinics  were  pre- 
sented hypothetical  pediatric  poisoning 
episodes  snd  asked  how  they  would  re- 
spond. Parents  living  In  a  state  serviced 
by  a  regional  poison  Information  center 
(Massachusetts)  telephoned  for  Infor- 
mation significantly  more  often  and  con- 
sequently used  medical  treatment  serv- 
ices 19%  less  than  did  parents  living  In  a 
state  with  only  local  poison  Information 
centers  (New  Jersey).  In  both  states, 
Inner-city  populations  went  for  care 
whereas  suburban  populations  called. 
Both  Inner-city  and  suburban  popula- 
tions responded  to  a  regional  poison 
center  but  to  a  different  extent.  More 
severe  Ingestions  tended  to  Increase  the 
use  of  the  regional  center  by  the  Massa- 
chusetts suburban  population,  whereas 
other  populations  tended  to  use  even 
more  direct  services. 

(AJDC  1984;138:1010-1013) 

""Phe  first  poison  control  center  was 

established  in  the  early  1950s  to 

serve  as  a  source  of  information  about 

products  that  could  be  potential  poi- 


From  the  Massachusetts  Poison  Control  Sys- 
tem (Dra  Marcus  and  Lovejoy  and  Mas  Chafee- 
Bahamon  and  Arnold),  Children's  Hospital  Medi- 
cal Center  (Dr  Lovejoy).  and  Harvard  Medical 
School  (Dr  Lovejoy),  Boston;  and  Newark  (NJ) 
Beth  Israel  Medical  Center  and  University  of 
Medicine  and  Dentistry  of  New  Jersey,  New 
Jersey  Medical  School,  Newark  (Dr  Marcus). 

Read  in  part  before  the  American  Association 
of  Poison  Control  Centers  and  American  Acad- 
emy of  Clinical  Toxicology  annual  scientific  meet- 
ing, Salt  Lake  City.  Aug  5,  Ufa. 

Reprint  requests  to  Department  af  Pediatrics, 
Newark  Beth  Israel  Medical  Center,  201  Lyons 
Ave,  Newark,  NJ  07112  (Dr  Marcus). 


Demographic  Factors  of  Groups 

Studied 

Porxiletlen            Orsduatea,  % 

2*  ) 

Coil«a*.  % 

New  Jersey 
Suburbs 

41,903                           72 

28 

22.818 

Massachusetts 
Suburbs 

26,095                            79 

29 

21.833 

sons.1  Subsequently,  poison  centers 
rapidly  proliferated  so  that  in  1980  over 
600  centers  existed  in  the  United 
States  and  over  200  in  Europe  and 
Canada.  Generally  during  the  past  27 
years,  deaths  from  accidental  poison- 
ing have  decreased,  and  a  significant 
amount  of  data  has  accumulated  re- 
garding all  poisoning  episodes.2  Data 
generated  from  these  poison  centers 
suggest  that  poisoning  in  the  0-  to  5- 
year  age  group  represents  the  major- 
ity of  cases  and  that  most  of  these 
exposures  are  not  severe  and  do  not 
require  extensive  treatment.'  The  re- 
striction of  children's  aspirin  to  36  tab- 
lets per  container,  the  safety  packag- 
ing of  aspirin  products,'  and  the 
availability  and  acceptance  of  ipecac 
syrup  as  a  home  emetic  have  contrib- 
uted to  the  reduction  of  morbidity  and 
mortality  from  overdose  of  salicylates 
in  children. 

Recently,  the  National  Emergency 
Medical  Services  Program  of  the  US 
Department  of  Health  and  Human 
Services  identified  poisoning  as  a  sig- 
nificant national  emergency  medical 
problem  associated  with  a  high  rate  of 
inappropriate  use  of  emergency  serv- 
ices.6 A  goal  of  the  National  Emer- 
gency Medical  Service  Program  was 
the  establishment  of  regional  poison 
control  centers.  These  centers  could 
organize  educational  and  therapeutic 
programs  to  prevent  inappropriate  use 


of  services  and  ensure  that  people 
seeking  advice  receive  prompt  and  ac- 
curate information. 

This  study  was  designed  to  deter- 
mine if  a  regional  center  has  an  impact 
on  the  use  of  medical  care  facilities.  We 
compared  the  experience  in  a  state 
with  a  regionalized  poison  control  sys- 
tem with  the  experience  in  a  state  that 
has  several  local  poison  information 
centers  but  no  organized  regional  sys- 
tem. Using  a  hypothetical  poison  sit- 
uation, the  study  was  designed  to 
determine  whether  a  regional  poison 
control  system  can  be  shown  to  de- 
crease inappropriate  use  of  medical 
treatment  facilities. 

METHODS 

We  chose  both  inner-city  and  suburban 
populations  in  Massachusetts  and  New  Jer- 
sey for  this  study.  The  two  states  compare 
well  in  total  population,  balance  between 
urban  and  rural  population,  source  of  medi- 
cal care,  and  income  (Table). 

We  posed  two  hypothetical  poisoning  sit- 
uations to  parents  to  determine  their  reac- 
tions to  a  poisoning  situation.  The  episodes 
involved  the  ingestion  of  children's  aspirin. 
Aspirin  was  chosen  because  data  obtained 
from  the  National  Clearinghouse  for  Poison 
Control  Centers  indicate  that  children's 
aspirin  is  commonly  ingested  by  small  chil- 
dren.' We  chose  two  poisoning  situations, 
one  a  low  dose,  the  other  a  high  dose,  to 
ascertain  whether  the  amount  of  intoxicant 
ingested  influenced  parents'  responses.  Ur- 
ban populations  were  from  hospital  clinics 
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Fig  1. — Overall  results  of  study  in  New 
Jersey  (n  =  332)  and  Massachusetts 
(n  =  170)  groups.  Broadly  hatched  areas 
represent  subjects  who  answered  "seek  no 
advice";  closely  hatched  areas,  subjects 
who  answered  "go  lor  treatment";  open 
areas,  subjects  who  answered  "call  physi- 
cian or  hospital";  and  closed  areas,  sub- 
jects who  answered  "call  poison  control 
center." 


ICNJ 
(n  =  164) 


SNJ 
(n  =  168) 


S  Mass 
(n  =  82) 


Fig  2.— Inner  city  (IC)  v  suburban  (S)  groups  in  New  Jersey  (NJ)  and  Massachusetts  (Mass). 
Shading  of  bars  as  in  Fig  1 . 


in  Boston  and  in  Newark,  NJ.  The  Boston 
clinic  was  the  emergency  room  walk-in 
clinic  at  Children's  Hospital  Medical  Cen- 
ter, and  the  New  Jersey  clinic  was  the  walk- 
in  Pediatric  Health  Center  clinic  at  Newark 
Beth  Israel  Medical  Center.  These  clinics 
serve  essentially  the  same  type  of  patient 
populations.  Suburban  populations  were 
from  private  practices  located  in  the  sub- 
urbs of  South  Orange,  NJ,  and  Beverly  and 
Weston,  Mass.  An  open-ended  spoken 
questionnaire  was  administered  to  parents 
attending  the  clinics  or  the  suburban  prac- 
tices while  the  investigators  were  present. 

After  ascertaining  if  the  parent  had  a 
child  under  5  years  of  age  at  home,  the 
investigators  asked  one  of  the  two  following 
questions;  (1)  Would  you  seek  professional 
advice  if  your  child  took  a  full  bottle  of 
children's  aspirin?  (2)  Would  you  seek  pro- 
fessional advice  if  your  child  took  less  than 
five  children's  aspirin? 

The  investigators  did  not  identify  them- 
selves as  employees  of  a  poison  center  and 
did  not  include  parents  who  might  have 
overheard  the  interviewing  of  other  par- 
ents. The  questions  were  asked  sequen- 
tially, ie,  one  parent  was  asked  the  first 
question,  the  next  parent  was  asked  the 
second  question,  the  next  parent  the  first 
question.  If  a  parent  answered  yes  and  did 
not  immediately  volunteer  the  source  of 
advice,  he  or  she  was  asked  to  identify  the 
source. 

We  grouped  parental  responses  as  fol- 
lows: (1)  Seek  no  advice.  (2)  Call  private 
physician  or  hospital.  (3)  Go  to  a  treatment 
facility:  physician's  office,  clinic,  hospital, 
emergency  room.  (4)  Call  poison  control 
center.  We  then  asked  parents  if  they  kept 
ipecac  syrup  at  home. 


RESULTS 

The  population  in  New  Jersey  re- 
plied that  they  would  go  directly  to 
treatment  facilities  as  often  as  they 
would  call  for  advice.  Such  treatment 
facilities  included  emergency  rooms, 
physicians'  offices,  and  clinics.  Four 
times  as  many  New  Jersey  respon- 
dents would  go  directly  for  treatment 
as  would  call  the  poison  center  (Fig  1). 
Furthermore,  nearly  twice  the  propor- 
tion of  respondents  in  New  Jersey 
would  go  for  treatment  as  in  Massa- 
chusetts. In  Massachusetts,  2V2  times 
the  proportion  of  people  would  call  for 
advice  as  would  go  directly  for  treat- 
ment. A  19%  difference  between  call- 
ing and  going  in  the  two  states  resulted 
mainly  from  use  of  the  poison  center  in 
Massachusetts.  Of  the  callers,  four 
times  as  many  Massachusetts  respon- 
dents would  call  the  poison  center  as 
New  Jersey  respondents.  In  contrast, 
the  New  Jersey  population  would  call 
their  physicians  more  often  than  the 
Massachusetts  population. 

Inner-city  populations  in  both  states 
would  go  more  frequently  for  treat- 
ment than  would  suburban  popula- 
tions (Fig  2).  The  geographic  effect 
was  most  pronounced  in  New  Jersey, 
where  64%  of  the  inner-city  respon- 
dents would  go  directly  for  treatment 
rather  than  call.  In  Massachusetts, 
inner-city  respondents  would  call  as 
frequently  as  they  would  go.  Suburban 
populations  in  both  states  would  call 


for  advice,  but  Massachusetts  subur- 
ban populations  would  call  more  than 
New  Jersey  suburban  populations. 
Following  the  pattern  of  calling  in  each 
state,  suburban  Massachusetts  re- 
spondents would  call  the  poison  center 
and  suburban  New  Jersey  respon- 
dents would  call  their  private  physi- 
cians. 

The  effect  of  dose  was  not  as  great  as 
the  effect  of  either  geographic  location 
or  state  of  residency  (Fig  3).  In  gen- 
eral, if  a  child  ingested  a  greater  dose, 
more  parents  would  either  go  for  treat- 
ment or  seek  advice,  and  fewer  would 
seek  no  help.  Of  those  seeking  help, 
more  would  go  directly  for  treatment 
in  all  groups  except  in  suburban  Mas- 
sachusetts, where  more  would  call  the 
poison  center. 

Those  respondents  who  would  call  a 
poison  center  tended  to  have  ipecac  in 
their  homes  more  frequently  than  par- 
ents who  would  not  call  a  poison  center 
(Fig  4).  The  exception  was  in  inner-city 
New  Jersey,  where  the  reported  fre- 
quency of  keeping  ipecac  at  home  was 
so  low  that  no  comparison  could  be 
made  between  callers  of  a  poison  cen- 
ter or  a  physician  and  those  who  go  for 
treatment. 

COMMENT 

At  the  time  of  this  study,  New  Jer- 
sey had  33  poison  control  centers  lo- 
cated in  community  hospitals;  none  of 
these  met  the  criteria  of  a  regional 
center  as  established  by  the  American 
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(n  =  84)  (n  =  46)  (n  =  84) 

Fig  3. — Results  according  to  hypothetical  situation  involving  fewer  than  five  tablets  of 
children's  aspirin  (top)  v  full  bottle  of  children's  aspirin  (bottom).  Abbreviations  and  shading  of 
bars  as  in  Figs  1  and  2. 


ICNJ 


IC  Mass 


S  NJ  S  Mass 

Fig  4.— Presence  of  ipecac  in  homes.  Open  bars  represent  answer,  "call  physician  or 
hospital";  hatched  bars,  "go  for  treatment";  and  closed  bars,  "call  poison  control  center."  NJ 
indicates  New  Jersey;  Mass,  Massachusetts;  IC.  inner  city;  and  S,  suburban.  For  IC  Mass 
P=  .0004;  for  S  NJ,  P  =  0;  and  for  S  Mass,  P  =  .01. 


Association  of  Poison  Control  Cen- 
ters." These  centers  were  primarily 
located  in  hospital  pharmacies  or 
emergency  rooms.  They  lacked  sepa- 
rate budgets  and  relied  on  staff  with 
other  primary  responsibilities.  No  one 
poison  center  received  more  than  1,000 
calls  each  year;  the  centers  provided 
little  or  no  professional  or  lay  public 
education  and  little  or  no  follow-up  of 
poisoned  patients.  Massachusetts,  on 
the  other  hand,  had  one  regional  poi- 
son center.  This  center  received  over 
60,000  calls  each  year  and  had  a  full- 
time  staff  specifically  trained  in  han- 
dling toxicologic  questions.7  With  its 
separate  budget  and  staffing,  the  Mas- 
sachusetts Poison  Information  System 
had  been  involved  in  both  public  and 
professional  education.  It  had  been 
able  to  attract  media  attention  and 
professional  recognition.  Its  single 
telephone  number  gave  greater  vis- 
ibility. Its  establishment  as  a  state- 
wide service,  available  24  hours,  and 
its  track  record  of  good  service  gave  it 
greater  credibility. 

The  results  of  this  study  suggest 
that  a  regional  poison  system,  as  ex- 
emplified by  the  existing  system  in 
Massachusetts,  can  decrease  immedi- 
ate use  of  medical  services  in  both 
inner-city  and  suburban  populations. 
We  base  this  finding  on  the  assumption 
that  the  response  to  hypothetical  sit- 
uations approximates  reactions  to  ac- 
tual situations.  In  New  Jersey,  where 
a  system  did  not  exist  for  poison  con- 
trol, nearly  20%  more  parents  would 
go  directly  to  an  emergency  room  or  to 
their  family  physician  to  obtain  serv- 
ices for  a  poisoned  child.  This  finding 
agrees  with  that  of  Veltri.'  In  Veltri's 
study,  when  parents  who  called  a  poi- 
son center  were  asked  what  they  would 
have  done  if  they  had  been  unable  to 
call  the  poison  center,  15%  responded 
that  they  would  have  taken  the  patient 
directly  to  the  emergency  room  or 
their  physician. 

In  this  study,  inner-city  populations 
used  telephone  consultation  at  a  much 
lower  rate  than  suburban  populations 
and  overused  direct-care  facilities. 
This  held  true  in  both  New  Jersey  and 
Massachusetts.  Parents  who  live  in 
suburbs  appear  to  rely  more  on  calling 
for  professional  advice  than  on  either 
taking  independent  action  or  going 
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directly  to  a  source  of  medical  care. 

The  introduction  of  a  regional  poison 
information  system  appears  to  change 
parental  actions  more  in  the  suburbs 
than  in  the  inner  cities.  In  Massachu- 
setts the  initial  telephone  contact  is 
more  frequently  with  the  poison  cen- 
ter than  with  private  physicians.  This 
is  in  contrast  to  the  New  Jersey  prac- 
tice of  calling  private  physicians.  A 
limitation  of  the  New  Jersey  practice 
of  calling  physicians  is  evident  from 
the  answers  parents  in  New  Jersey 
suburbs  gave  when  asked  what  they 
would  do  if  they  were  unable  to  reach 
their  family  physicians.  A  large  num- 
ber stated  that  they  would  seek  medi- 
cal care  either  in  their  physician's  of- 
fice or  in  a  hospital  emergency  room. 
When  one  considers  the  fact  that  pri- 
vate physicians,  unlike  regional  poison 
centers,  are  usually  not  available 
seven  days  a  week,  24  hours  a  day,  then 
the  absence  of  a  poison  center  backup 
to  private  physicians  creates  a  subur- 
ban experience  that  approaches  that  of 
the  inner  city. 

In  the  inner-city  populations,  where 
no  regional  poison  system  exists,  the 
parents'  predisposition  to  seek  medical 
assistance  appears  to  depend  on  their 
perception  of  the  severity  of  the  poi- 
soning. Thus,  as  the  exposure  appears 
to  increase  in  severity,  people  who 
would  take  no  action  or  might  make 
their  child  vomit  at  home  appear  to 
change  their  action  and  go  directly  to  a 
source  of  medical  care  without  calling 
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first.  It  appears  that  the  introduction 
of  a  poison  center  to  an  inner-city 
population  may  shift  parental  action 
from  taking  no  action  or  acting  without 
any  professional  consultation  toward 
the  use  of  a  poison  center.  This  shift 
would  be  beneficial  as  public  impres- 
sions of  severity  do  not  always  parallel 
professional  judgment.  Suburban  par- 
ents generally  seek  professional  ad- 
vice regardless  of  the  level  of  poison- 
ing. In  this  population,  increased 
perceived  level  of  poisoning  alters  the 
source  of  professional  help.  In  Massa- 
chusetts, the  main  shift  is  from  private 
physician  toward  posion  center,  and  in 
New  Jersey  from  telephone  contact  to 
going  for  therapy. 

This  study  shows  that  there  are  dif- 
ferences in  parental  responses  to  toxic 
exposures  between  New  Jersey  and 
Massachusetts.  Assuming  that  the  dif- 
ferences in  response  are  unrelated  to 
parental  educational  differences,  and 
that  the  states  differ  primarily  in  the 
existence  of  a  regional  poison  informa- 
tion system  in  Massachusetts,  then  we 
attribute  the  difference  in  response  to 
the  existence  of  the  regional  poison 
system  in  Massachusetts. 

One  can  infer  from  this  study  that 
the  existence  of  a  regional  poison  con- 
trol system  can  have  a  significant  ef- 
fect on  the  overuse  of  health  care  serv- 
ices. The  cost  of  such  services  can  be 
extrapolated  from  the  study  data.  The 
data  in  this  study  reveal  that  in  New 
Jersey,  there  would  be  one  call  to  a 
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poison  center  for  every  ten  exposures 
of  aspirin.  There  are  approximately 
5,000  calls  reported  to  the  "non- 
system"  poison  centers  in  New  Jersey 
each  year.  If  the  data  in  this  study  can 
be  extrapolated  to  all  types  of  poison- 
ing exposures  in  New  Jersey,  then  the 
5,000  calls  would  correspond  with  a 
projected  50,000  exposures.  Approx- 
imately 43%  of  these  persons  would  go 
directly  for  medical  treatment.  The 
result  is  a  total  health  care  cost  of 
about  $1.4  million  (based  on  an  average 
emergency  room  visit  fee  of  $65).  If 
only  20%  of  the  projected  visits,  or  the 
difference  in  visit  rates  between  the 
two  states,  could  be  eliminated,  the 
savings  could  support  a  sophisticated 
poison  control  system.8 

Finally,  it  is  apparent  that  even  the 
regional  center  did  not  have  as  much 
impact  on  reactions  to  poisoning  epi- 
sodes in  inner-city  as  in  suburban  pop- 
ulations. Poison  center  staff  need  to 
consider  efforts  to  reach  this  popula- 
tion that  take  into  account  such  things 
as  primary  language,  telephone  ac- 
cess, and  sources  of  information  con- 
sidered influential  by  this  population. 
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Mr.  Towns.  Thank  you  very  much. 
Dr.  Miller. 

STATEMENT  OF  TED  MILLER,  PhJX,  NATIONAL  PUBLIC 
SERVICES  RESEARCH  INSTITUTE 

Dr.  Miller.  My  testimony  estimates  poisoning  frequency  and 
costs.  It  also  documents  the  medical  care  cost  savings  achieved  by 
the  National  Poison  Center  system. 

In  1992,  more  than  3.3  million  Americans  were  poisoned.  That's 
1  in  75  U.S.  residents;  13,000  died.  Another  285,000  were  hospital- 
ized. More  than  a  million  were  treated  in  emergency  departments; 
35,000  survivors  were  permanently  disabled;  they  at  least  partially 
lost  their  ability  to  earn  a  living  in  the  future. 

Poison  control  center  services  currently  are  available  to  roughly 
90  percent  of  poisoning  victims.  These  centers  handle  many  inci- 
dents by  telephone  that  otherwise  would  generate  a  medical  visit 
and  could  be  life  threatening. 

Without  poison  control  centers,  600,000  additional  poisoning  vic- 
tims would  be  medically  treated  annually.  Poison  control  center 
support  was  interrupted  recently  in  Louisiana,  parts  of  Michigan, 
and  California.  As  a  result,  hospital-admitted  poisonings  rose  by  16 
percent.  Other  medically  treated  poisonings  rose  by  37  percent. 

Medical  treatment  for  poisoning  victims  cost  $3  billion  in  1992. 
That's  more  than  we  spend  treating  gunshot  wounds.  The  bill 
would  be  much  higher  without  poison  control  centers. 

Every  $1  spent  on  poison  control  services  saves  at  least  $7.75  in 
medical  spending.  That's  comparable  to  the  savings  from  immuni- 
zations. 

Universal  service  from  poison  control  would  save  $545  million  of 
the  medical  spending  without  centers.  That's  a  16  percent  savings 
in  medical  care  costs.  The  savings  would  grow  if  we  could  increase 
the  percentage  of  poisoning  victims  who  call  poison  control  first. 
These  estimates  are  conservative.  They  largely  ignore  expected  im- 
provements in  poisoning  outcomes. 

Poison  control  staff  are  an  important  resource  for  health  care 
providers.  They  advise  health  care  providers  on  treatment  of 
550,000  poisonings  annually.  Accessing  their  expertise  cuts  the 
time  required  for  hospitals  and  parents  to  provide  definitive  treat- 
ment of  poisoning  emergencies.  Quicker,  more  informed  response 
improves  outcomes  and  reduces  costs. 

Let  me  illustrate  why  consultation  is  critical.  Here  are  three  new 
products,  toxics  that  just  came  out  on  the  market.  If  your  grand- 
child ate  this  toilet  duck  or  mistook  one  of  these  poisons  for  this 
baby  bottle  her  life  would  rest  in  the  hands  of  the  poison  control 
center. 

Individual  hospitals  lack  the  time,  the  money,  the  expertise  to 
track  what's  in  every  new  product  or  the  way  to  treat  exposure  to 
it.  The  800  numbers  on  these  bottles  are  open  9  a.m.  to  5  p.m. 
weekdays.  The  poison  control  centers  are  their  specialists. 

If  the  poison  control  center  improves  outcomes,  the  savings 
would  be  substantial.  The  $3  billion  in  medical  spending  on  poison- 
ing is  the  tip  of  the  iceberg.  Total  poisoning  costs  exceed  $80  billion 
annually.  Survivors  alone  lose  $50  billion  in  earnings  and  quality 
of  life. 
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Poison  control  center  staff  are  missionaries.  They  prevent  poison- 
ing through  education.  A  demonstration  in  Monroe  County,  NY,  for 
example,  educated  parents,  children,  and  retailers  about  poisoning 
hazards.  I  estimate  that  each  $1  spent  on  this  demonstration  in 
current  dollars  would  save  $3  in  medical  spending. 

Assume  half  that  saving  resulted  from  prevention,  half  from 
more  appropriate  treatment.  The  total  saving,  including  other  costs 
besides  medical,  would  be  $40  per  $1  spent. 

Despite  their  proven  benefits,  many  poison  control  centers  are 
unstably  funded  and  financially  strapped.  Notably,  the  Federal 
Government  is  not  paying  its  share.  It  reaps  17  percent  of  poison 
centers'  savings  but  funds  only  4  percent  of  poison  centers'  services. 

How  can  we  help?  Fees  for  service  through  health  insurance,  but 
not  charging  the  individual  person  if  they  don't  have  insurance,  is 
the  simplest  way  to  assure  that  centers  continue  their  service  as 
health  care  cost  control  mechanisms. 

I  believe  the  poison  control  centers'  calls  need  to  be  reimbursed 
by  health  insurers.  They're  a  health  care  service.  They're  a  con- 
sultation to  another  provider.  And  I  think  that's  especially  true 
under  health  care  reform.  With  universal  coverage,  I  would  define 
them  as  mandatory  contract  providers,  not  infrastructure. 

At  a  minimum,  right  now,  centers  should  be  reimbursed  for  serv- 
ice to  Medicare,  to  Medicaid,  and  to  Worker's  Comp  recipients.  Re- 
member, every  service  they  provide  saves  those  providers  more 
money  than  the  cost  of  the  service. 

An  alternative  would  be  50/50  Federal  matching  grants  to  help 
fund  poison  control  centers.  And  the  Federal  cost  of  that  would 
probably  be  about  $35  to  $50  million. 

I  heard  mentioned  that  poison  control  is  a  choice  for  States  in 
their  Maternal  and  Child  Health  Service  block  grants  with  the  por- 
tion that's  State  discretionary  funds.  What  they  didn't  tell  you  ear- 
lier is  that  this  year,  neither  poison  control  or,  for  that  matter,  in- 
jury control,  which  is  also  cost  effective,  is  one  of  the  eligible  op- 
tions for  States  and  other  organizations  to  apply  for  under  the  fed- 
erally discretionary  portion  of  those  block  grant  funds — which  is 
quite  a  large  amount — because  it  wasn't  made  a  priority  this  year 
by  the  Congress  or  by  the  government. 

In  summary,  1  in  75  Americans  is  poisoned  annually.  Poison  con- 
trol centers  are  the  least  costly,  the  most  effective  first  contact  for 
almost  all  poisoning  victims.  Every  $1  spent  on  poison  center  serv- 
ices saves  $7.75  in  medical  spending.  Prevention  efforts  by  center 
staff  can  yield  additional  savings. 

I  think  that  we  need  to  assure  through  government  action  that 
everyone  has  access  to  a  certified  regional  center. 

Thank  you. 

[The  prepared  statement  of  Dr.  Miller  follows:] 
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Written  Testimony  of  Ted  Miller,  House  Human  Resources  and  Intergovernmental 
Relations  Subcommittee,  3/15/94 

I  am  an  internationally  recognized  safety  economist.   I  hold  a  Ph.D.  in  Regional 
Science  (an  economics  subdiscipline)  and  a  M.S.  in  Operations  Research  from  the  University 
of  Pennsylvania.    My  publications  estimate  the  costs  of  a  wide  array  of  injuries  and  illnesses 
and  document  the  cost-effectiveness  of  prevention. 

I  direct  the  Children's  Safety  Network  Economics  and  Insurance  Resource  Center  and 
the  Safety  and  Health  Policy  Program  at  the  National  Public  Services  Research  Institute 
(NPSRI).   NPSRI  and  its  parent  organization,  the  Pacific  Institute  for  Research  and 
Evaluation,  are  nonprofit  organizations  that  specialize  in  research  and  policy  analysis  on 
substance  abuse,  injury,  and  violence.   The  Children's  Safety  Network  is  a  group  of  six 
resource  centers  funded  by  the  Maternal  and  Child  Health  Bureau  in  DHHS.   The  Network 
fosters  development  and  inclusion  of  childhood  injury  and  violence  prevention  strategies  into 
organizations,  programs,  and  services  targeting  maternal  and  child  health  or  safety.   Our 
Center,  which  includes  the  National  SAFE  KIDS  Campaign,  works  to  forge  child  safety 
partnerships  with  third  party  payers.   It  also  informs  the  public  and  decisionmakers  about 
safety  economics. 

My  testimony  today  represents  solely  my  own  views  and  estimates.   It  is  not  the 
official  position  of  my  funders  or  my  employer. 

My  testimony  provides  epidemiological  and  economic  estimates  describing  U.S. 
poisonings  during  1992.   It  includes  death  and  disability  outcomes,  medical  spending  on 
poisoning,  and  lifetime  injury  costs  for  poisoning  (set  in  the  context  of  injury  spending  for  all 
causes).   Aided  by  a  literature  review  on  medical  care  visits  prevented  by  poison  control 
centers,  I  compute  a  lower-bound  benefit-cost  ratio  for  these  centers. 

Incidence  and  Costs  of  Poisoning 

In  1992,  almost  3.2  million  poisonings  were  handled  by  poison  control  centers  or  more 
costly  medical  providers.    One  in  75  U.S.  residents  was  poisoned.   Of  the  victims,  more  than 
13,000  died.    Another  285,000  were  hospitalized.   (See  Table  1.)   Poisonings  resulted  in 
almost  1.2  million  days  of  acute  care  hospitalization  (according  to  National  Hospital 
Discharge  Survey  data).   These  estimates  exclude  hospital  admissions  due  to  food  poisoning, 
which  is  the  14th  leading  cause  of  service  for  poison  control  centers  and  accounts  for  more 
than  2  percent  of  their  caseload.   They  also  exclude  admissions  due  to  late  effects  of 
poisoning  and  miss  some  smoke  inhalation  hospitalizations  that  can  only  be  identified 
accurately  using  cause-coded  hospital  discharge  data. 

Hospitalized  poisonings  permanently  disabled  about  35,000  survivors  in  1992. 
Disability  is  defined  here  as  partial  or  complete  loss  of  the  ability  to  do  work  or  housework. 
This  estimate  derives  from  the  disability  rate  for  poisoning  in     Miller,  Pindus,  Douglass,  and 
Rossman  (1994). 

Medical  spending  on  poisoning  currently  averages  $930  per  case  (in  1992  dollars). 
Poison  control  centers  are  involved  in  almost  three-fourths  of  the  cases,  at  an  average  cost  of 
$27  (including  both  direct  costs  and  a  30  percent  allowance  for  overhead).   They  handle  55 

1 


186 


percent  of  the  poisonings  unaided.    Thirty-five  percent  of  cases  are  treated  in  hospital 
emergency  or  outpatient  departments  or  physician  offices.   Treating  these  cases  costs  $255  on 
average  including  the  costs  of  center  aid.    Hospital  admissions  account  for  10  percent  of  the 
cases.   These  cases  cost  far  more,  $8,700  per  case.   These  estimates  were  developed  using 
1987  National  Medical  Expenditure  Survey  data  and  poison  control  center  data  from  Litovitz 
et  al.  (1994). 

Reduction  in  Medical  Treatment  Due  to  Poison  Control  Centers 

Three  studies  suggest  that  poison  control  centers  reduce  medically  treated  poisonings 
by  31  to  43  percent  (see  endnote  1).    Each  study  examines  the  change  in  use  of  other  services 
when  a  poison  control  center  ceased  operation. 

King  and  Palmisano  (1991)  estimate  that  medically  treated  poisonings  rose  43  percent 
because  the  Louisiana  Poison  Control  Center  closed  in  1988  (35.6%  of  cases  medically  treated 
after  closure  /  24.9%  treated  during  operation  -  1).    By  comparison,  the  medical  treatment  rate 
was  stable  in  neighboring  Alabama  which  continued  to  have  a  center.    The  authors  describe 
the  threats  to  validity  in  their  study  extremely  well. 

In  early  1993,  the  Blodgett  Regional  Poison  Control  Center  in  Grand  Rapids,  Ml 
stopped  serving  two  of  three  area  codes.   Zech  (1993)  examines  the  effect  on  claims  to  Blue 
Cross  Blue  Shield  of  Michigan.    In  the  area  codes  that  lost  service,  poisoning  admissions  rose 
16  percent  (124/107  -  1)  and  outpatient  claims  rose  31  percent  (939/715  -  1).    Claim 
frequency  was  stable  (436/439  -  1  =  -0.7  percent)  in  the  area  code  where  service  continued. 

The  analysis  here  uses  the  mean  reduction  in  medically  treated  poisonings  from  these 
two  studies,  37  percent.    It  uses  numbers  computed  from  this  effectiveness  estimate  to 
estimate  the  savings  in  a  third  study,  Kearney  (1994). 

Kearney  (1994)  finds  911  call  volume  tripled  when  poison  control  center  service 
ceased  in  Contra  Costa  County,  CA  in  August  1993.   Assuming  poisoning  frequency  and 
severity  was  the  same  in  1992  and  1993,  19.3  percent  (330/1708)  of  poisonings  that  poison 
control  would  have  handled  definitively  instead  became  ambulance  calls.   Nationally,  with  a 
poison  control  center  in  place,  40  percent  of  poisoning  victims  are  medically  treated  including 
30  percent  who  self-refer.   These  percentages  imply  a  34  percent  rise  in  medically  treated 
poisonings  when  center  services  ceased  in  Contra  Costa  County  (.193  x  (1  -  0.3)  /  0.4).    This 
estimate  is  conservative  since  self-transport  presumably  also  rose. 

Benefit-Cost  Ratio  for  Poison  Control  Centers 

Tables  1  and  2  suggest  that  poison  control  centers  reduced  medically  treated 
nonhospitalized  poisonings  in  1992  from  1.6  million  to  1.1  million  (see  endnote  2).   They 
reduced  hospitalizations  from  332,000  to  284,000.   Net  of  poison  control  center  costs,  medical 
care  costs  of  poisoning  fell  by  $485  million. 

Every  dollar  spent  on  poison  control  centers  returned  $7.75  in  medical  care  cost 
savings. 

This  return  is  only  part  of  the  savings  offered  by  poison  control  centers.    The  centers 
are  an  important  resource  for  health  care  providers.   Providers  seek  their  advice  about  280,000 
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poisonings  annually.   They  advise  providers  in  advance  about  treatment  needed  by  another 
270,000  referred  patients.    Accessing  their  expertise  cuts  the  time  required  for  hospitals  to 
provide  definitive  treatment  of  poisoning  emergencies.   Quicker,  more  informed  response 
improves  outcomes  and  further  reduces  costs    At  times,  it  saves  lives. 

Realistically,  individual  hospitals  lack  the  time,  money,  and  expertise  to  track  the 
composition  of  every  new  product  or  the  way  to  treat  exposure  to  it.    The  poison  control 
center  has  the  expertise  and  resources.    It  draws  on  a  large  regional  pool  of  experience  with  a 
substance.    When  stuck,  it  knows  who  to  call. 

If  poison  control  consultation  improves  outcomes,  the  added  savings  would  be 
substantial.   The  $3  billion  dollars  in  medical  spending  on  poisoning  is  the  tip  of  the  iceberg. 
As  Table  2  shows,  total  poisoning  costs  exceed  $80  billion  annually.    Lifetime  losses  from 
1992  poisonings  are  expected  to  include  $3.4  billion  in  medical  spending,  $10.6  billion  in  lost 
wage  work  and  housework,  and  $66  billion  in  lost  quality  of  life.    Survivors  lose  $50  billion 
in  earnings  and  quality  of  life. 

To  put  these  figures  into  context,  poisoning  costs  exceed  the  combined  costs  of  burns 
and  drownings.    Medical  spending  on  poisoning  exceeds  spending  on  gunshot  wounds. 

Poison  control  staff  also  can  play  an  important  role  in  prevention,  yielding  added 
benefits.    Van  Buren  and  Fisher  (1980),  for  example,  evaluated  a  four-year  prevention  effort 
that  introduced  poison  control  curricula  to  pre-school  and  elementary  school  teachers, 
provided  speakers  for  organizations  whose  members  included  many  families  with  young 
children,  conducted  a  mass  media  campaign  about  use,  storage,  and  disposal  of  toxic 
household  products,  publicized  poison  control  center  services,  and  worked  with  retailers  to 
shelve  toxics  out  of  toddlers'  reach. 

These  efforts  paid  off.    With  1992  prices  and  an  allowance  for  program  development 
expenses,  each  dollar  spent  on  prevention  cut  medical  spending  by  $3.   The  project  cut 
hospitalized  poisonings  in  Monroe  County,  NY  by  two-thirds  (from  46  per  year  to  19).   It 
almost  halved  other  poisonings  treated  in  emergency  departments  (from  648  per  year  to  297), 
with  a  steady  decrease  over  the  4-year  demonstration  period.   Nationally,  poisonings  seen  in 
emergency  departments  were  stable  during  the  study. 

Poison  Control  Center  Stability 

In  1992,  poison  control  centers  were  available  to  an  estimated  90  percent  of  poisoning 
victims  (1,632,000  -  1,089,000)  /  (1,632,000  -  1,028,000).   The  gaps  include  roughly  4' 
percent  of  the  populace  without  coverage  and  6  percent  who  were  poisoned  while  part-time 
centers  were  closed.    With  complete  national  coverage,  savings  would  total  $540  million 
annually. 

Since  1992,  several  centers  have  closed  or  restricted  service.    Despite  their  role  in 
poisoning  treatment,  the  centers  traditionally  have  been  viewed  as  public  health  infrastructure. 
Some  states  and  localities  fund  this  infrastructure.   Elsewhere  it  is  funded  by  concerned  health 
care  providers.    Such  arrangements  are  unstable. 
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Who  Pays  the  Poisoning  Bill 

Poison  control  services  rarely  are  funded  by  those  who  pay  the  medical  bill  for 
poisoning.    Tables  4  and  5  contrast  the  sources  of  payment.   They  also  show  who  currently 
reaps  the  savings  from  poison  control. 

The  Federal  government  gets  1 7  percent  of  the  savings  but  pays  only  4  percent  of  the 
cost  control  bill.    Industry  pays  5  percent  of  the  bill;  it  gets  substantial  savings  directly  and 
added  savings  through  reduced  health  insurance  premiums. 

Hospitals  and  state  and  local  governments  pay  for  poison  control  centers.    Ultimately, 
they  pass  the  costs  on  to  insurers  and  taxpayers.    With  tax  revenues  strained  and  insurers 
applying  cost  controls,  centers  become  attractive  targets  for  the  knife. 

How  can  we  help?   Fee  for  service  —  where  public  and  private  insurers  pay  the  poison 
control  center  each  time  one  of  their  insureds  calls  —  is  the  simplest  way  to  assure  that  centers 
continue  their  service  as  health  care  cost  control  mechanisms.    I  believe  that  poison  control 
center  calls  need  to  be  reimbursed  by  health  insurers,  especially  under  health  care  reform.    At 
a  minimum,  centers  should  be  reimbursed  for  service  to  Medicare,  Medicaid,  and  Workers' 
Compensation  recipients  (see  endnote  3).   Only  New  York  currently  takes  this  approach. 

An  alternative  would  be  to  establish  Federal  matching  grants  to  help  fund  poison 
control  centers.    Given  the  percentage  of  center  benefits  directly  to  the  Federal  government 
and  the  percentage  of  costs  presently  shifted  inappropriately  onto  health  care  providers,  a  50- 
50  match  seems  appropriate.   A  complete  nationwide  poison  control  network  would  cost  $70- 
$100  million. 

Grants  for  poisoning  prevention  (distinct  from  treatment)  also  would  be  cost-effective. 
For  example,  Congress  could  make  capacity  building  in  child  poisoning  prevention  an 
emphasis  area  for  discretionary  Maternal  and  Child  Health  Services  Block  Grant  (SPRANS) 
funds. 

Conclusion 

Poisoning  costs  would  be  considerably  higher  without  poison  control  centers.    These 
centers  handle  many  incidents  by  telephone  that  otherwise  would  generate  a  medical  visit  and 
could  be  life-threatening.    Every  dollar  spent  on  poison  control  center  services  saves  $7.75  in 
medical  spending.   This  estimate  omits  the  potentially  substantial  benefits  of  quicker,  better 
informed  poisoning  treatment  by  medical  providers.    The  Federal  government  and  other  major 
payers  for  poisoning  treatment  reap  most  of  the  benefits  of  poison  control  centers.    Others, 
however,  bear  the  costs. 
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Table  1.   Annual  Poisonings  and  the  Resultant  Medical  Spending  During  the  Year  of  Injury, 
United  States,  1991-92   (M  =  millions  of  1992  dollars) 

Cases  $/Case  $/Year 

Fatal 

Hospitalized 
Other  Medically  Treated 

Poison  Control  Consults 
Poison  Control  Center  Only 

TOTAL  3,173,000  932  2,958  M 


Note:    The  fatality  count  is  from  1991  U.S.  Vital  Statistics.    Included  are  International 
Classification  of  Diseases  (ICD)  cause  codes  850-866,  950-952,  962,  and  980-982.   The 
hospitalized  injury  count  includes  ICD  nature  of  injury  codes  506,  796.0,  and  960-989.   The 
other  medically  treated  count  includes  ICD  codes  960-989.   Food  poisoning  is  excluded,  even 
though  this  type  of  poisoning  is  the  14th  leading  cause  of  contact  with  poison  control  centers, 
accounting  for  more  than  2  percent  of  all  cases.   Hospitalized  incidence  is  any  listed  diagnosis 
in  the  1992  National  Hospital  Discharge  Survey  data.   Other  medically  treated  incidence  is 
any  listed  diagnosis  in  the  1987  National  Medical  Expenditure  Survey,  adjusted  for  population 
growth  and  net  of  hospitalized  incidence.   The  National  Hospital  Discharge  Survey  and  Vital 
Statistics  data  were  supplied  by  Linda  Lawrence  and  Lois  Fingerhut  at  the  National  Center  for 
Health  Statistics.    U.S.  poisoning  cases  treated  by  poison  control  centers  are  from  the  1992 
Annual  Report  of  the  American  Association  of  Poison  Control  Centers,  adjusted  for 
nonreporting  centers. 

Costs  per  nonfatal  incident  are  from  the  1987  National  Medical  Expenditure  Survey.   They 
include  emergency  transport,  hospital,  physician,  rehabilitation,  prescription,  insurance  claims 
processing,  and  other  medical  expenses.   Nursing  home  costs  from  Rice  et  al.  (1989)  were 
added  for  hospitalized  cases.    Other  costs  more  than  6  months  after  injury  generally  are 
excluded.    Costs  per  fatality  are  from  Miller,  Pindus,  et  al.,  forthcoming,  1994.   They  include 
coroner's  costs  and  burial  expenses.    Poison  control  center  costs  are  from  the  1993  Annual 
Survey  of  the  American  Association  of  Poison  Control  Centers. 

All  computations  were  performed  before  rounding.   Total  cases  excludes  poison  control  center 
consultations  to  avoid  double-counting. 


190 


Table  2.    Probable  Annual  Incidence  and  First- Year  Medical  Care  Cost  of  Poisonings  by 
Medical  Treatment,  United  States,  1992,  with  No  Coverage  or  Complete  Coverage  by  Poison 
Control  Centers   (M  =  millions  of  1 1/92  dollars) 

No  Poison  Centers  Centers  for  All 

Cases  $/Year  Cases  $/Year 

FataI                                                                   13,232  155  M  13,232  155  M 

Hospitalized                                                     332,000  2,890  M  279,000  2,425  M 

Other  Medically  Treated                               1,632,000  400  M  1,028,000  250  M 

Poison  Control  Consults                                          0  0M  612,000  15  M 

Poison  Control  Center  Only                                       0  0  M  1,987^000  55  M 

TOTAL  1,978,000       3,445  M  3,307,000         2,900  M 

Note:   All  computations  were  performed  before  rounding.   Total  cases  excludes  poison  control 
center  consultations  to  avoid  double-counting. 
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Table  3.   Lifetime  Costs  Resulting  From  Injuries  by  Cause,  United  States,  1990 
(in  Millions  of  1 1/92  Dollars) 


Produc- 

Sub- 

Quality 

Compre- 

Direct 

tivity 

Total 

of  Life 

hensive 

Poisoning 

3,302 

11,490 

14,792 

67,987 

82,779 

Firearm 

2,680 

33,664 

36,344 

79,382 

115,726 

Motor  Vehicle 

26,855 

69,739 

96,594 

298,556 

395,150 

Fall 

28,482 

37,974 

66,456 

413,020 

479,476 

Fire/Burn 

1,784 

4,895 

6,679 

35,240 

41,919 

Drowning 

151 

3,992 

4,144 

11,787 

15,931 

Other 

27,602 

47,381 

74,983 

409,785 

484,768 

Total  90,857  209,134  299,991  1,315,758  1,615,749 


Note:   All  costs  are  at  a  2.5-percent  discount  rate.   Costs  of  motor  vehicle,  firearm,  and  burn 
injury  are  original  estimates  using  incidence  data  from  the  1990s  (see  Miller,  1993;  Miller  and 
Cohen,  in  press;  Miller,  Brigham,  et  al.,  1993).   Other  estimates  were  inflated  from  costs  per 
case  in  Rice  et  al.  (1989)  and  adjusted  to  1990  incidence  of  fatal  and  nonfatal  non-firearm, 
non-motor-vehicle  injuries.    Mortality  costs  were  converted  from  a  6-percent  to  a  2.5-percent 
discount  rate.    Rice  et  al.  use  minimal  discounting  in  computing  morbidity  costs.   Nonfatal 
quality  of  life  losses  were  computed  using  values  per  fatality  and  per  nonfatal  injury  from 
Miller,  Pindus,  et  al.  (1994),  fatality  incidence  from  Accident  Facts  1993,  and  nonfatal 
incidence  by  cause  from  Rice  et  al. 

Direct  Costs  include  medical,  emergency  services,  nursing  home,  and  related  treatment  costs, 
as  well  as  insurance  claims  processing  costs. 

Productivity  Losses  include  victims'  lost  wage  and  household  work,  as  well  as  fringe 
benefits. 

Quality  of  Life  lost  is  computed  from  the  amount  people  routinely  spend  (in  dollars  or  time) 
to  reduce  their  risk  of  death  and  injury.    Many  studies  have  estimated  how  much  people  spend 
with  the  expectation  of  saving  one  life.   They  examine  such  things  as  markets  for  auto  safety 
features  and  smoke  detectors,  extra  wages  paid  to  get  workers  to  take  risky  jobs,  and  speed 
choice.   The  studies  value  lost  quality  of  life  and  productivity,  as  well  as  the  family's  pain 
and  suffering.   To  avoid  double-counting,  the  estimates  here  subtract  the  lost  productivity 
from  the  study  values  to  get  the  quality  of  life  lost.   Only  costs  that  include  this  factor  are 
appropriate  for  use  in  benefit-cost  analysis. 


Poisoning 

Treatment 

Payments 

Savings 

12% 

8% 

3% 

4% 

9% 

10% 

2% 

2% 

15%* 

10%* 

13% 

10% 

22% 

30% 

24% 

26% 
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Table  4.    Payers  for  Poisoning  Treatment  and  Savings  by  Payer  due  to  Poison  Control  Centers 


Initial  Payer 

Medicare 

Other  Federal 

Medicaid 

Other  State 

Workers'  Compensation 

Charity/Bad  Debt 

Private  Health  Insurance 

Self 


Number  of  NMES  Cases  1 88 


Note:  Percentage  paid  from  National  Medical  Expenditure  Survey  by  hospitalization  status, 
weighted  by  estimated  costs  and  cost  savings  by  hospitalization  status.  The  charity  category 
is  a  catch-all  that  includes  bad  debt,  charity  care  by  providers  and  schools,  and  payments  by 
liability  insurers. 

*    The  hospitalized  estimates  have  a  large  uncertainty  range  due  to  small  sample  size.    One 
case  paid  by  Workers'  Compensation  was  omitted  from  this  estimate.    With  it,  45  percent  of 
estimated  hospital  payments  for  poisoning  would  come  from  that  source.    Both  AAPCC  and 
Workers'  Compensation  data  suggest  that  even  the  adjusted  percentage  shown  probably  is 
high. 
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Table  5.    Who  Saves  Money  due  to  Poison  Control  Centers  and  Who  Funds  These  Centers? 


Source  of  Funds  for  Payments 
Federal  Government 
Health  Providers 
Other  State  Government 
Other  Local  Government 
Industry 

Individals  and  Groups 
Not  Classifiable 


%of 

%  of  Center 

Savings 

Funding 

17% 

4% 

10% 

43% 

7% 

29% 

— 

4% 

39% 

5% 

37% 

4% 

11% 

Note:    Savings  computed  from  Table  4  data.   Medicaid  was  assumed  to  be  half  Federal  and 
half  state,  even  though  the  Federal  share  is  larger  in  states  with  very  low  income.    State  use 
of  discretionary  Federal  funds  was  counted  as  state  funding.   The  charity  category  was 
arbitrarily  treated  as  paid  by  health  providers.    Private  health  insurance  costs  and  savings  were 
split  between  industry  and  individuals  in  proportion  to  their  percentage  of  private  insurance 
premiums.    Poison  control  center  funding  from  Kearney  (1994). 
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ENDNOTES 


1 .  Several  other  studies  of  the  cost-effectiveness  of  poison  control  centers  either  assumed  the 
effect  on  treatment  rates,  derived  it  from  surveys  about  hypothetical  behavior,  or  wrongly 
assumed  that  people  calling  poison  control  centers  and  ones  who  instead  choose  to  go  directly 
to  emergency  departments  are  a  homogeneous  population. 

2.  To  compute  this  number,  I  assumed  that  Bahamon,  Kaplan,  and  Lovejoy's  (1983)  finding 
that  34  percent  of  self-referred  poisonings  treated  in  Massachusetts  emergency  departments 
stimulate  a  provider  call  to  the  poison  control  center  was  nationally  representative.    Litovitz  et 
al.  (1993)  suggests  that  poison  control  centers  serving  the  96  percent  of  the  U.S.  population 
with  at  least  part-time  centers  are  consulted  on  247,000  poisonings  annually  that  they  did  not 
refer  to  medical  providers.   That  suggests  728,000  self-referrals  (247,500  /  0.34). 
Additionally  196,000  callers  were  medically  treated  but  not  admitted  after  center  referral. 
With  no  poison  control  centers,  nonhospitalized  medically  treated  poisonings  would  have 
numbered  1,623,000  (1,089,000  currently  +  924,000  x  0.37  prevented  /  0.63  still  treated). 
With  universal  poison  control  center  coverage,  37%  of  these  1,623,000  poisonings  would  not 
be  medically  treated.   Treated  poisonings  would  fall  to  1,028,000.   The  effects  of  poison 
control  centers  on  hospitalized  poisonings  was  computed  similarly  using  the  Zech  data 
suggesting  that  16  percent  could  be  avoided. 

3.  Federal  payments  should  be  capped  at  perhaps  $30  per  call,  with  the  cap  indexed  from 
1994  using  the  Consumer  Price  Index,  All  Items  rather  than  a  medical  care  inflator. 
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Mr.  Towns.  Thank  you  very  much,  Dr.  Miller. 
Ms.  Fise. 

STATEMENT  OF  MARY  ELLEN  R.  FISE,  PRODUCT  SAFETY 
DIRECTOR,  CONSUMER  FEDERATION  OF  AMERICA 

Ms.  Fise.  Thank  you,  Mr.  Chairman. 

Consumer  Federation  of  America  greatly  appreciates  the  oppor- 
tunity to  testify  here  today.  And  we  applaud  your  leadership,  Mr. 
Chairman,  in  investigating  the  serious  health  and  safety  threat 
that  poison  center  closings  pose  to  millions  of  American  families. 

Earlier  today,  CFA  released  a  study,  "Who  Are  You  Going  to 
Call?:  A  Report  on  Poison  Control  Center  Closings  and  Reduced 
Services."  With  your  permission,  I  would  like  to  ask  that  that  full 
report  be  inserted  into  the  hearing  record. 

Mr.  Towns.  Without  objection,  the  entire  report  will  be  included 
in  the  record. 

[The  information  can  be  found  in  the  appendix.] 

Ms.  Fise.  Thank  you. 

The  report  is  based  on  a  telephone  survey  we  conducted  of  all  38 
regional  poison  control  centers.  The  survey  results  vividly  display 
the  need  for  adequate  funding.  In  our  report,  we  found  that  63  per- 
cent of  poison  centers  surveyed  have  received  cuts  in  funding.  A  va- 
riety of  funding  sources  have  implemented  such  cuts,  including, 
most  notably,  States  and  host  hospitals. 

Unfortunately,  we  learned,  as  you  have  heard  here  today,  that 
the  future  for  poison  centers  is  grim.  Nearly  a  third  of  the  poison 
centers  surveyed  anticipate  new  or  continued  cuts  in  funding.  Four 
centers  reported  that  they  face  imminent  closure  unless  additional 
funds  can  be  secured.  Otners  believe  closure  may  become  an  issue 
for  them  in  the  future. 

Even  with  no  funding  cuts,  keeping  pace  with  inflation  and  in- 
creased demand  for  services  affects  a  poison  center's  ability  to  per- 
form and  may,  in  the  long  run,  have  a  similar  effect  as  an  outright 
funding  cut. 

Adverse  effects  from  funding  cuts  include  reduced  services  to  con- 
sumers seeking  emergency  treatment  information.  Centers  have 
blocked  calls  from  counties  that  do  not  contribute  funding.  In  addi- 
tion, several  centers  reported  a  decrease  in  the  number  of  calls  that 
they  are  able  to  handle  and/or  an  increase  in  the  time  that  consum- 
ers have  to  wait  on  the  line  to  get  help. 

Some  centers  have  had  to  lay  off  personnel,  freeze  poison  center 
salaries,  or  reduce  phone  staffing.  One  center  reported  that  it  has 
had  to  eliminate  its  emergency  language  translation  service,  there- 
by affecting  its  non-English  speaking  constituency. 

Additionally,  when  poison  centers  in  a  State  or  region  have 
closed,  the  impact  has  been  felt  by  the  nearest  operating  center,  in- 
creasing their  calls  and  requests  tor  services. 

Ten  centers  reported  to  us  a  reduction  in  education  and  outreach 
services  as  a  result  of  budget  cuts.  This  is  particularly  troubling, 
since  we  know  that  new  babies  are  born  every  day  in  this  country 
and  create  new  sets  of  parents  and  families  who  are  unaware  of 
poison  prevention  tactics  and  who  are  in  need  of  these  educational 
programs. 
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We  also  learned  that  because  of  the  uncertainties  in  funding,  poi- 
son center  staff  must  formulate  contingency  plans  and  beg  for 
money.  These  distractions  severely  impede  a  center's  ability  to  op- 
erate at  its  very  best. 

It  is  clear  from  the  testimony  we  have  heard  today,  as  well  as 
reports  CFA  heard  again  and  again  as  we  talked  to  poison  center 
personnel,  that  action  is  needed  to  help  solve  this  health  threat. 
While  we  wish  there  was  a  magic  formula  that  could  be  instituted 
immediately,  we  believe  there  is  no  ready,  workable  solution  that 
is  capable  of  quick  implementation  and  applicable  to  all  centers. 

Absent  a  promise  by  some  Federal  agency  to  undertake  a  special 
project  to  investigate  this  dilemma,  CFA  supports  immediate  pas- 
sage of  legislation  that  would  establish  a  national  study  commis- 
sion on  poison  centers  to  evaluate  funding  options  and  report  to 
Congress  within  6  months  with  recommendations  for  a  system  that 
will  assure  that  all  Americans  will  be  adequately  served  by  a  poi- 
son control  center. 

This  legislation  or,  in  the  alternative,  a  voluntary  special  project 
by  a  Federal  agency,  should  examine  the  feasibility  of  consolidating 
poison  center  functions,  including  implementation  of  a  national  poi- 
son control  center  or  implementation  of  a  regional  poison  control 
center  system  or  providing  specific  services,  such  as  poison  infor- 
mation and  education,  on  a  national  scale. 

The  poison  center  commission  should  recommend  a  formula  or 
system  for  funding  poison  centers.  It  should  consider  the  feasibility 
of  a  Federal-State  match  program  to  fund  regional  poison  centers, 
the  availability  of  other  Federal  funds  for  which  poison  center  serv- 
ices qualify,  or  the  need  to  expand  such  Federal  funding  programs 
and  requirements  for  hospitals,  insurers,  product  manufacturers, 
and  other  private  sources  to  provide  poison  center  funds. 

We  believe  the  poison  center  commission  should  be  composed  of 
representatives  from  the  poison  control  centers,  the  AAPCC,  hos- 
pitals, Federal  and  State  governments,  consumer  organizations, 
parents  and  other  individuals,  product  manufacturers,  and  insur- 
ers. The  poison  center  commission  should  also  evaluate  the  need 
for  accreditation  or  certification  of  a  poison  center  and  the  mini- 
mum requirements  on  which  to  base  such  recognition. 

CFA  believes  that  minimum  qualifications,  such  as  those  re- 
quired by  the  American  Association  of  Poison  Control  Centers,  are 
important  safeguards  for  consumers  to  assure  that  these  centers 
are  capable  of  providing  poison  treatment  services.  The  poison  cen- 
ter commission  further  should  delineate  any  legislation  needed  in 
order  to  implement  the  commission's  recommendation. 

Finally,  we  urge  your  subcommittee  to  maintain  your  vigilant 
oversight  of  the  study  commission  process  and  poison  control  activi- 
ties. The  closing  of  a  poison  center  is  a  health  care  issue  that 
should  not  get  lost  in  the  debate  and  deliberations  of  a  reform  of 
our  national  health  care  system.  Consumers  have  the  most  to  lose. 

All  consumers  must  have  access  to  important,  life-saving  poison 
prevention  and  treatment  information  from  qualified  poison  cen- 
ters. Finding  a  solution  to  the  poison  control  dilemma  should  be 
viewed  as  a  critical  health  priority. 

Thank  you. 

[The  prepared  statement  of  Ms.  Fise  follows:] 
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Mr.  Chairman  and  Members  of  the  Subcommittee.   I  am  Mary 
Ellen  Fise,  Product  Safety  Director  of  Consumer  Federation  of 
America  (CFA) ,  a  national  consumer  advocacy  organization.   CFA' s 
members  include  over  250  state,  local  and  national  consumer 
organizations,  who  in  turn  represent  over  50  million  Americans. 
CFA  greatly  appreciates  the  opportunity  to  testify  here  today  and 
we  applaud  your  leadership,  Mr.  Chairman,  in  investigating  poison 
center  closings.   Curtailment  of  poison  center  services  is  a 
serious  health  and  safety  threat  affecting  millions  of  American 
families. 

Earlier  today  CFA  released  a  study,  "Who  Are  You  Going  To 
Call?:  A  Report  on  Poison  Control  Center  Closings  and  Reduced 
Services."  This  report  is  based  on  a  telephone  survey  we 
conducted  of  all  38  regional  poison  control  centers  across 
America.1    We  conducted  the  survey  because  of  our  curiosity 
about  whether  other  poison  centers  were  experiencing  the  type  of 
cuts  directed  at  the  National  Capital  Poison  Center  here  in 
Washington,  D.C.    Disappointingly,  we  learned  that  closings  and 
reductions  are  the  norm  and  not  the  exception.   The  survey 
results  vividly  display  the  need  for  adequate  funding  of  these 
centers . 

In  the  survey  we  asked  each  center  about  the  breadth  of 
their  activity,  their  funding  source,  whether  they  had 
experienced  any  recent  cuts  or  were  anticipating  future  cuts,  and 
the  effect  that  the  lack  of  sufficient  funding  has  had  on  the 
quality  of  care  and  treatment  provided  by  the  poison  control 
center. 

Based  on  the  survey  responses,  we  made  the  following  four 
findings : 

1)  Funding  cuts  experienced  by  regional  poison  control  centers 
are  common. 

The  majority  of  poison  centers  surveyed  have  received  cuts 
in  funding;  24  of  38  centers  (or  63%)  reported  funding  decreases. 
These  cuts  have  been  implemented  by  a  variety  of  funding  sources. 
Several  states  have  reduced  their  funding  of  poison  control 
centers.   For  example,  both  regional  poison  control  centers  in 
Michigan  reported  losing  all  of  their  funding  from  the  state  and 
have  had  to  make  it  up  with  increased  contributions  from  their 
host  hospitals.   A  similar  situation  occurred  at  the  Central 
Pennsylvania  Poison  Center  when  the  state  cut  $200,000  and  their 
host  hospital  had  to  make  up  the  difference  to  keep  the  center 
functioning.   Both  regional  poison  centers  in  Minnesota  have  also 
experienced  cuts  in  state  funds. 


i 


The  survey  focused  on  regional  poison  centers  (RPCs) , 
certified  by  the  American  Association  of  Poison  Control  Centers. 
RPSs  serve  a  population  base  of  no  fewer  than  one  million  people, 
receive  at  a  minimum  10,000  human  exposure  calls  per  year,  provide 
information  by  telephone  24  hours/day,  365  days/year.  These 
centers  must  also  meet  other  standards,  including  providing 
education  for  the  community  in  poison  prevention,  and  education  of 
health  care  professionals  in  recognizing  and  treating  poisonings. 
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Cuts  in  funding  by  host  hospitals  have  also  affected  several 
centers  (for  example,  Samaritan  (AZ) ,  San  Diego,  San  Francisco, 
and  National  Capital  poison  centers) .  Funds  also  have  been  cut  by 
a  city  (Denver,  Rocky  Mountain)  and  also  by  a  local  United  Way 
(Rocky  Mountain) . 

2)  Regional  poison  control  centers  anticipate  more  funding  cuts 
in  the  future . 

Nearly  a  third  of  the  poison  control  centers  surveyed 
anticipate  new  or  continued  cuts  in  funding.   Four  centers 
reported  that  they  face  imminent  closure  unless  additional  funds 
can  be  secured  (Samaritan,  Fresno,  National  Capital,  Maryland) . 

Even  with  no  funding  cuts,  keeping  pace  with  inflation  and 
increased  demand  for  services  can  affect  a  poison  center's 
ability  to  perform  and  may,  in  the  long  run,  have  as  similar  an 
effect  as  an  outright  funding  cut.   The  New  Mexico  Poison  and 
Drug  Information  Center,  for  example,  reported  that  they 
anticipate  problems  in  the  future  due  to  a  9%  increase  in 
utilization  by  the  public,  accompanied  by  only  a  6%  increase  in 
funding. 

3)  The  adverse  effects  of  poison  control  center  funding  cuts  are 
widespread  and  diverse. 

Adverse  effects  from  funding  cuts  were  reported  by  23  of  the 
37  poison  centers  surveyed  (or  62%) .  The  effects  of  these  funding 
cuts  are  many.   In  the  most  dire  situation,  a  center  may  be 
forced  to  close.   Reduced  services  to  consumers  seeking  emergency 
treatment  information  has  also  occurred.   In  one  case,  a  center 
blocked  calls  from  counties  that  did  not  contribute  funding  (San 
Francisco) .   In  another  case,  the  center  cut  off  non- 
participating  counties,  affecting  half  of  the  state's  access  to 
the  poison  center  (Rocky  Mountain) .   In  addition,  several  centers 
reported  a  decrease  in  the  number  of  calls  that  they  are  able  to 
handle.   In  all  of  these  situations,  consumers  must  resort  to 
using  the  911  emergency  system  or  visit  their  emergency  room  or 
other  health  care  provider.   It  is  conceivable  that  the  lack  of 
immediate  poison  treatment  information  results  in  adverse  medical 
outcomes  for  poison  victims. 

Some  centers  have  had  to  lay  off  personnel,  freeze  poison 
center  salaries,  or  reduce  phone  staffing.   Staff  terminations 
and  reduced  staffing  has  led  to  increased  waiting  times  for 
consumers  in  need  of  poison  information.   One  center  (Fresno) 
reported  that  it  has  had  to  eliminate  its  emergency  language 
translation  service  (provided  in  Spanish  and  Asian  languages) , 
thereby  affecting  its  non-English  speaking  constituency. 
Additionally,  when  poison  centers  in  a  state  or  region  have 
closed,  the  impact  has  been  felt  by  the  nearest  operating  center, 
increasing  their  calls  and  requests  for  services. 

The  reduction  in  education  and  outreach  services  has  been  a 
significant  effect  of  the  budget  cuts  experienced  by  poison 
centers.   Ten  centers  reported  that  they  have  eliminated  or 
seriously  curtailed  these  efforts.   Failing  to  provide  the 
community  with  important  life-saving  poison  prevention 
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information,  as  well  as  training  for  educators  and  medical 
professionals,  is  likely  to  lead  to  unfortunate  consequences  for 
consumers . 

In  addition  to  these  effects,  respondents  echoed  the 
conclusions  of  much  of  the  poison  center  literature  on  the  impact 
of  poison  center  closings.   Primarily,  the  cost  of  health  care 
will  increase,  largely  as  a  result  of  more  calls  made  to  911  and 
more  unnecessary  trips  to  the  emergency  room.   In  addition, 
poison  control  center  closings  will  result  in  an  increase  in 
emergency  traumas,  injuries  and  deaths  due  to  poisonings  because 
of  the  lack  of  immediate  treatment  advice  for  the  public,  expert 
advice  for  physicians  treating  poison  victims,  or  any  community 
programs  to  facilitate  the  education  and  prevention  of  poisoning. 
The  burdens  that  one  center's  closing  places  on  another  center  in 
a  nearby  state  or  county,  from  the  influx  of  additional  calls, 
renders  that  still  operating  center  less  effective.2 

4)  There  are  a  variety  of  funding  sources  and  a  variety  of 

funding  source  mixes  that  support  regional  poison  control 
centers. 

The  following  20  sources  were  identified  as  funding  sources 
for  the  38  regional  poison  control  centers  surveyed: 

■  State  ■  United  Way 

■  city  ■  EMS  Fund  (state) 

■  County  ■  University 

■  Host  Hospital  ■  FQHC  Payment3 

■  Member  Hospitals  ■  Federal  Block  Grant 

■  Non-Member  fees  ■  Endowment  Earnings 

■  Insurers  ■  Foundation  Contributions 

■  Contracts  ■  Medicaid 

■  Donations  ■  General  Fund 

■  User  Contributions  ■  Other/Miscellaneous 

Most  of  the  poison  centers  surveyed  by  CFA  receive  funding 
from  a  variety  of  sources,  with  only  six  of  them  receiving 
funding  from  a  single  source.   The  majority  of  poison  centers 
surveyed  receive  funding  in  some  part  by  the  state,  followed 
second  by  funds  received  from  the  poison  center's  host  hospital 
(the  hospital  in  which  the  poison  center  is  housed)  and 
participation  in  member  hospital  programs  (where  each  member 
hospital  contributes  a  portion  of  the  poison  center's  funding,  in 


3  Of  the  38  centers  contacted,  17  cover  their  entire  state, 

or  an  entire  state  plus  a  portion  of  an  adjoining  state.  The 
exceptions  are  generally  the  larger  and  more  densely  populated 
states,  such  as  California,  New  York  and  Pennsylvania. 

3  The  FQHC  payment  is  medicare  funding  in  the  form  of  a  block 
grant  that  is  given  to  federally  qualified  health  centers  (FQHC)  as 
reimbursement  for  providing  certain  qualified  services,  such  as 
advice  services.  We  were  told  that  this  type  of  funding  does  not 
directly  cover  poison  center  expenses. 
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exchange  for  use  of  the  center's  services) .   A  primary  reason  for 
such  a  patchwork  is  that  funding  from  the  state  has  been  reduced, 
or  has  been  cut  off  altogether,  forcing  these  centers  to  look 
elsewhere  for  alternative  funding  sources.   Private  contracts 
with  business  organizations,  donations  and  active  fund-raising 
have  helped  fill  the  gaps,  but  all  are  time-consuming  and  are 
difficult  to  sustain. 

Poison  Control  Centers  Save  Money 

The  availability  of  poison  control  specialists  to  either 
manage  poisonings  by  telephone  or  recommend  further  treatment  in 
a  hospital  has  resulted  in  huge  cost  savings  to  consumers,  state 
government  and  third  party  providers.   According  to  a  1992 
survey,  1,864,188  calls  were  placed  to  68  poison  control  centers, 
which  provide  services  to  approximately  52  percent  of  the  United 
States.   Of  these  calls,  more  than  71  percent  were  managed 
successfully  by  phone,  with  no  need  to  seek  additional  medical 
care.   It  has  been  estimated  that  every  $1  spent  on  a  poison 
center  saves  at  least  $4  to  $9  in  health  care  expenditures.4 

Several  studies  have  clearly  documented  that  poison  control 
centers  are  more  cost-effective  than  emergency  room  visits.   It 
has  been  estimated  that  without  poison  centers,  as  many  as  63%  of 
all  poison  exposure  patients  would  go  to  the  emergency  room 
directly.5   These  hospital  visits  would  result  in  health-care 
providers,  third  party  payers/private  insurers,  consumers,  state 
governments,  and  the  federal  government  paying  costs  (including 
ambulance  expenses,  actual  treatment  costs,  and  follow-up  care), 
either  directly  or  indirectly,  associated  with  these  emergency 
room  visits. 

One  study,  comparing  patterns  of  community  response  between 
a  state  in  which  state  poison  control  services  were  discontinued, 
and  a  state  in  which  poison  control  services  were  maintained, 
found  that  the  cost  attributable  to  unnecessary  emergency  room 
visits  was  estimated  to  be  $1.4  million,  or  an  amount  more  than 
three  times  the  amount  allocated  to  the  poison  control  center  to 
operate  annually.  6 

The  study  found  that  the  state  which  discontinued  its  poison 
centers  experienced  more  than  four  times  the  number  of  referrals 
to  health  care  facilities  than  the  state  with  on-going  poison 
control  center  availability.   In  addition,  the  study  noted  that 
while  the  state  had  closed  down  the  poison  center  in  an  attempt 
to  reduce  state  expenditures,  the  discontinuance  only  resulted  in 


4  Letter  from  Toby  Litovitz,  MD,  National  Capital  Poison 
Center,  dated  September  3,  1993. 

s  International  Congress  of  Clinical  Toxicology,  Vet  Hum 
Toxicol,  35  (4),  at. abstract  20  (Aug.  1993). 

6  William  D.  King  and  Paul  A.  Palmisano,  Poison  Control 
Centers:  Can  Their  Value  Be  Measured?,  84  Southern  Medical  Journal, 
no.  6  at  722  (June  1991) . 
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a  shifting  of  health  care  costs  to  private  and  government 
insurers,  private  citizens,  and  health  care  providers. 

A  1993  study  reported  that,  in  the  absence  of  a  poison 
control  center  which  receives  approximately  61,000  calls 
annually,  the  state  housing  that  center  would  incur  a  debt  from 
$1.27  to  $2.20  million  as  a  result  of  the  costs  associated  with 
the  additional  emergency  room  visits,  including  emergency 
transport  to  the  hospital.7   Private  insurers  would  lose  an 
estimated  $4.58  to  $7.93  million  for  emergency  room  visits  alone. 
The  study  concludes  that  poison  control  centers  save  several 
times  their  operating  costs  and  that  the  clear  beneficiaries  (in 
terms  of  savings)  are  state  governments  and  private  third  party 
payers . 

Another  study  estimated  that  54.6%  of  poisonings  occurring 
in  the  home  would  be  treated  in  an  emergency  room  if  there  were 
no  poison  center  available.8   Based  on  a  cost  of  approximately 
$244  per  emergency  room  visit,  this  would  result  in  $3,192,988  in 
costs  per  year  for  using  emergency  facilities  in  place  of  a 
poison  control  center,  and  illustrates  again  the  savings  realized 
by  the  use  of  poison  control  centers. 

It  is  clear  that  consumers  can  more  easily  and  more  quickly 
obtain  accurate  information  by  telephone  which  "otherwise  would 
have  resulted  in  a  more  costly  visit  to  a  physician's  office  or 
an  emergency  department."9  Furthermore,  use  of  poison  control 
centers  saves  valuable  time  for  physicians,  and  other  health  care 
professionals,  who  then  do  not  have  to  answer  calls  related  to 
poisonings,  and  do  not  have  to  see  and  treat  patients  who  instead 
can  rely  on  poison  control  center  treatment  information. 

According  to  the  American  Association  of  Poison  Control 
Centers  (AAPCC) ,  it  would  cost  state  and  health  insurance 
providers  as  much  as  $10.13  million  to  provide  unnecessary 
emergency  department  care  if  the  Pittsburgh  Poison  Center 
(answering  61,000  emergency  calls  per  year)  were  not  available. 
These  costs  are  more  than  ten  times  the  $1  million  budget  of  a 
typical  regional  poison  center.10 

One  of  the  most  stark  cost  comparisons,  illustrating  the 
benefits  of  treating  poisonings  by  telephone  rather  than  through 
hospitalization,  is  the  difference  between  the  average  cost  per 


7 


International  Congress,  supra  note  24  at  abstract  20. 

8  Id.  at  abstract  26. 

9  Cathy  Schleich  and  Matilda  Mclntire,  Poison  Control  and 
Definitive  Cost  Containment,  Scientific  Reports,  Vet  Hum  Toxicol, 
26  (2)  at  103  (April  1984) . 

io  HX994 .  The  State  of  Our  Nation's  Poison  Centers,"  (fact 
sheet) ,  American  Association  of  Poison  Control  Centers. 
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person  hospitalized  for  poisoning  --$17,631--  and  the  costs  for 
those  not  hospitalized- -$171 . n 

Even  though  the  studies  noted  above  found  that  there  are 
enormous  benefits  of  keeping  poison  centers  operating,  those 
estimates  may  be  on  the  low  side  since  there  has  not  been  a 
recent  in-depth  evaluation  of  the  cost  effectiveness  (in  1994 
dollars)  of  poison  control  centers.12 

Congressional  Action  is  Needed 

It  is  clear  from  the  testimony  we  have  heard  here  today,  as 
well  as  from  the  reports  CFA  heard  again  and  again  as  we 
conducted  our  survey,  that  Congressional  action  is  needed  to  help 
solve  this  health  threat .   While  we  wish  there  was  a  magic 
formula  that  could  be  instituted  immediately,  CFA  believes  that 
the  challenges  posed  by  the  current  fiscal  constraints  demand  a 
thoughtful  and  complete  investigation. 

Ordinarily  our  organization  supports  legislation  that 
includes  a  definitive  solution  to  address  a  consumer  problem. 
However,  we  believe  there  is  no  ready,  workable  solution,  capable 
of  quick  implementation  and  applicable  to  all  poison  centers  at 
this  time.   Therefore,  CFA  supports  immediate  passage  of 
legislation  that  would  establish  a  National  Study  Commission  on 
Poison  Centers  to  evaluate  funding  options  and  recommend  to 
Congress  a  system  for  assuring  that  all  Americans  will  be 
adequately  served  by  a  poison  control  center.   This  legislation 
should  include  the  following  provisions. 

1)  The  Poison  Center  Commission  should  study  and  make 
recommendations  regarding  the  feasibility  of  consolidating  poison 
center  functions,  including  (but  not  limited  to): 

a)  implementing  a  single  national  poison  control  center; 

b)  implementing  a  regional  poison  control  center  system;  or 

c)  providing  specific  services,  such  as  poison  information 

and  education  on  a  national  scale. 

2)  The  Poison  Center  Commission  should  recommend  a  formula  or 
system  for  funding  poison  centers.   In  its  deliberations  the 
Commission  should  consider  the  following  issues  related  to 
funding  sources : 

a)  the  feasibility  of  a  federal/state  match  program  to  fund 

regional  poison  centers; 

b)  the  availability  of  other  federal  funds  for  which  poison 

centers  services  qualify;  and/or 

c)  requirements  for  hospitals,  insurers,  product 

manufacturers  and  other  private  sources  to  provide 
poison  center  funds. 


11  Dorothy  Rice,  Ellen  MacKenzie  and  Associates,  Cost  of  Injury 
in  the  United  States,  a  Report  to  Congress,  1989,  at  xxix. 

12  Letter,  from  National  Capital  Poison  Center  to  Consumer 
Federation  of  America,  dated  Oct.  29,  1993. 
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3)  The  Poison  Center  Commission  should  be  composed  of 
representative (s)  from: 

a)  Regional  Poison  Control  Centers; 

b)  Other  Poison  Control  Centers; 

c)  American  Association  of  Poison  Control  Centers; 

d)  Host  Hospitals; 

e)  Federal  government; 

f)  State  government; 

g)  Consumer  health  and  safety  organizations; 

h)  Parents  or  other  individuals  who  use  poison  centers; 
i)  Product  Manufacturers;  and 
j )  Insurers . 

4)  The  Poison  Center  Commission  should  evaluate  the  need  for 
accreditation/certification  of  a  poison  center (s)  and  the  minimum 
requirements  on  which  to  base  such  recognition. 

5)  The  Poison  Center  Commission  should  delineate  any  legislation 
needed  in  order  to  implement  the  Commission's  recommendations. 

CFA  recommends  that  Congress  direct  an  appropriate  public 
health  or  safety  agency  to  carry  out  the  tasks  described 
above.13    In  selecting  an  agency,  consideration  should  be  given 
to  whether  the  agency  has  the  resources  (primarily  a  contribution 
of  staff  time  to  work  with  the  Commission)  to  complete  this 
assignment  absent  additional  extensive  appropriations. 

The  Commission  should  be  directed  to  complete  its 
investigation  and  submit  a  Report  to  Congress  and  the  Secretary 
of  Health  and  Human  Services  within  six  months  after 
commencement.   Finally,  we  urge  this  Subcommittee  to  maintain 
vigilant  oversight  of  the  study  commission  process  and 
activities . 

Finding  a  solution  to  the  poison  control  funding  dilemma  is 
a  critical  health  priority.   Congress  has  an  opportunity  to 
provide  direction  and  leadership  on  this  issue  to  assure  that  all 
American  families  have  access  to  important  lifesaving  poison 
prevention  and  treatment  information. 


13  The  National  Center  for  Injury  Control  (CDC,  DHHS) ,  the 
Office  of  Disease  Prevention  and  Health  Promotion  (Public  Health 
Service,  DHHS) ,  the  Bureau  of  Maternal  and  Child  Health  (HRSA, 
DHHS) ,  or  the  Consumer  Product  Safety  Commission  are  agencies  that 
have  a  nexus  to  and  interest  in  fostering  effective  funding 
strategies  for  poison  control  centers. 
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Mr.  Towns.  Thank  you  very  much,  Ms.  Fise. 
Mr.  Simon. 

STATEMENT  OF  JEFFREY  L.  SIMON,  NEW  YORK  STATE 
DEPARTMENT  OF  HEALTH 

Mr.  Simon.  My  name  is  Jeff  Simon.  I'm  injury  control  program 
manager  for  the  New  York  State  Department  of  Health. 

The  New  York  State  Health  Department  has  mandated  respon- 
sibility for  monitoring  the  State's  six  regional  poison  control  cen- 
ters. The  six  poison  control  centers  serve  the  entire  population  of 
New  York  State,  which  is  18  million  people. 

During  1992,  the  centers  handled  192,000  calls,  which  averages 
22  calls  for  every  hour  of  every  day.  Of  these  calls,  69  percent,  or 
132,000  calls,  represented  human  exposure  cases.  The  remaining 
31  percent  of  calls  were  for  poison,  drug,  or  related  information;  92 
percent,  or  122,000  of  exposures,  occurred  in  the  home. 

The  majority  of  exposure  cases,  91,500,  were  managed  in  a 
nonhealth  care  facility,  usually  at  the  patient's  home  and  over  the 
phone.  Treatment  at  a  health  care  facility  was  rendered  in  30  per- 
cent, or  40,300  of  the  cases. 

In  the  early  1980's,  New  York  State  poison  control  centers  were 
funded  through  block  grants.  In  1986,  State  legislation  was  passed 
authorizing  reimbursement  by  health  insurance  providers,  such  as 
Medicaid,  Blue  Cross,  and  commercial  carriers,  as  a  component  of 
hospital  outpatient  rates.  The  legislation  also  provided  for  an  add- 
on to  the  reimbursement  rate  for  hospital  clinic  services. 

This  methodology  created  financial  difficulties  for  the  poison  con- 
trol centers  because  Medicaid  could  only  pay  for  the  Medicaid  re- 
cipients who  accessed  services  through  the  hospital  clinic.  Because 
poisonings  represent  an  emergency  situation,  the  legislation  was 
modified  to  allow  for  an  add-on  to  emergency  rates  requiring  that 
each  payer  pay  for  their  pro  rata  share  of  the  costs. 

This  change  created  additional  difficulties  for  the  poison  control 
centers,  because  the  various  payers  had  different  methodologies  of 
reimbursement.  For  example,  some  Blue  Cross  plans  based  their 
reimbursement  on  costs,  and  some  plans  reimbursed  on  charges. 
Where  Blue  Cross  was  reimbursing  for  charges,  they  felt  it  would 
be  inappropriate  to  increase  their  payments  where  charges  for 
services  were  in  excess  of  costs. 

In  addition,  Medicare  stopped  reimbursing  for  costs  because  poi- 
son control  centers  were  not  providing  hands-on  patient  care  when 
they  managed  poisoning  emergencies  over  the  phone.  Poison  con- 
trol centers  have  proved  effective  in  reducing  emergency  room  vis- 
its for  suspected  poisonings,  and  thus  have  proved  their  value  in 
health  care  cost  containment.  It  is  estimated  that  for  every  $1 
spent  in  operating  the  poison  control  center  network,  a  minimum 
of  $7  is  saved. 

In  addition,  poison  control  centers  reduce  unnecessary  health 
care  expenditures  for  poisonings  and  reduce  the  burden  on  our  911 
systems  and  emergency  transport  services.  It  has  also  been  esti- 
mated that  if  there  were  no  poison  control  center  services,  70  per- 
cent of  people  would  call  911  or  an  emergency  medical  service. 

In  1992,  the  New  York  State  centers  treated  91,500  poisoning  ex- 
posures safely  and  effectively  at  home  by  telephone.  These  clients 
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were  spared  panicky  and  unnecessary  visits  to  hospital  emergency 
departments.  In  contrast  to  an  estimated  annual  savings  of  over  20 
million,  the  cost  to  operate  the  six  poison  control  centers  in  New 
York  State  in  1992  was  approximately  $6  million. 

If  New  York  State  regional  poison  control  centers  are  not  reim- 
bursed at  appropriate  levels,  at  just  an  estimated  25  percent  reduc- 
tion in  poison  control  center  services  in  1  year,  it  will  result  in 
48,000  phone  calls  which  cannot  be  adequately  handled  due  to  a  re- 
duction of  poison  information  specialists.  And  33,000  exposure-re- 
lated phone  calls  may  instead  result  in  unnecessary  visits  to  emer- 
gency departments  at  a  cost  of  over  $7  million. 

It  is  also  estimated  that  without  preventive  education,  outreach, 
the  40,000  people  treated  in  a  New  York  State  health  care  facility 
in  1  year  would  increase  by  10,000,  further  adding  to  health  care 
costs.  In  addition,  an  increase  of  home  prophylaxis  oy  caregivers  in 
the  absence  of  expert  consultation  may  occur  and  result  in  further 
injury  to  the  victim. 

One  option  for  funding  poison  control  centers  is  to  eliminate  the 
reimbursement  method  and  authorize  an  alternative  funding 
source  through  the  proposed  Health  Security  Act's  core  functions  of 
public  health  programs.  This  Federal  support  is  critical  to  ensure 
a  dependable  and  stable  source  of  funding. 

In  relation  to  poison  control  centers,  the  proposed  core  public 
health  activities  would  protect  Americans  against  harmful  products 
and  poor  quality  health  care,  identify  and  control  patterns  of  in- 
jury, and  inform  and  educate  health  care  consumers  and  providers 
on  appropriate  use  of  medical  services. 

Several  advantages  of  an  alternative  funding  source  such  as  core 
functions  of  public  health  programs  methodology  is  that  the  poison 
control  centers  would  not  be  subject  to  reimbursement  by  volume 
of  patients,  admission  to  a  health  care  facility  or  emergency  room 
treatment,  or  fragmentation  of  payment  by  several  insurance  pay- 
ers. 

The  poison  control  centers  would  also  have  a  budget  cap  and 
would  manage  their  services  within  a  certain  amount  of  funding, 
enabling  better  planning  and  delivery  of  services,  especially  those 
focusing  on  prevention. 

Thank  you  for  this  opportunity. 

[The  prepared  statement  of  Mr.  Simon  follows:] 
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SUBCOMMITTEE  ON  HUMAN  RESOURCES  AND  INTERGOVERNMENTAL  RELATIONS 

Public  Hearing 
Poison  Control  Centers:  Is  There  An  Antidote  for  Budget  Cuts? 

I .  INTRODUCTION 

The  New  York  State  Department  of  Health  welcomes  the 
opportunity  to  participate  in  this  public  hearing.   The 
Subcommittee  on  Human  Resources  and  Intergovernmental  Relations, 
under  the  leadership  of  Congressman  Towns,  is  to  be  commended  for 
the  active  role  it  has  undertaken  to  embrace  the  problem  of 
ensuring  continuity  of  poison  control  and  prevention  services  for 
all  citizens. 

The  New  York  State  Poison  Control  Network  Act  was  signed 
into  law  in  May  1986  and  provided,  under  the  New  York  Code  of 
Rules  and  Regulations,  the  establishment  of  a  statewide  network 
of  regional  poison  control  centers  (1) . 

New  York  State  Poison  Control  Centers  are  among  the  oldest 
in  the  nation.   The  New  York  City  Poison  Control  Center  and 
Finger  Lakes  Regional  Poison  Control  Center  (Rochester)  are  the 
second  and  third  oldest  Poison  Control  Centers  in  the  U.S.,  both 
established  in  1955.   The  first  Center  was  established  in 
Chicago,  Illinois  in  1954. 

II.  MANAGING  NEW  YORK  STATE  POISON  CONTROL  CENTERS 

The  New  York  State  Department  of  Health  has  mandated 
responsibility  for  monitoring  the  State's  six  regional  poison 
control  centers  and  has  designated  the  Injury  Control  Program 
with  providing  oversight.   There  is  no  dedicated  New  York  State 
funding  for  this  activity,  however,  Department  of  Health  staff 
time  is  donated  as  an  in-kind  contribution. 

Poison  control  centers  are  required  to  submit  annual  and 
semi-annual  reports  to  the  State  Health  Department  which  in  turn 
submits  an  annual  report  to  the  State  Legislature.   The 
Department  of  Health  also  conducts  annual  site  visits  to 
determine  the  Centers'  compliance  with  the  regulations. 

The  six  regional  poison  control  centers  perform  the 
following  services : 

a.    Poison  information  specialists  answer  toll-free  calls 
and  provide  expert  consultation  for  emergency  poison 
exposures  and  inquiries  24  hours  per  day,  7  days  per 
week.   (All  Centers  have  telecommunications  devices  to 
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allow  communication  with  hearing  impaired  clients. 
Centers  serving  areas  with  large  numbers  of  non- 
English-speaking  residents  use  on-site  translations 
services  or  the  AT&T  Language  Line,  which  enables 
communication  with  callers  speaking  over  150  languages 
and  dialects) . 

b.  Provide  managed  care  for  poisoning  patients  and  serve 
as  a  source  of  up  to  date  information  from  reliable 
sources  including  access  to  a  computerized  database  on 
poisons. 

c.  Disseminate  expert  information  to  health  care 
professionals  and  the  public.   Conduct  education 
training  workshops  for  professionals . 

d.  Collect  uniform  data  on  poisonings  and  participate  in 
nationwide  sharing  of  data  regarding  poisonings. 

e.  Protect  communities  through  identification  of  new  toxic 
risks.   Conduct  research  to  enhance  poison  control 
management . 

f.  Promote  poisoning  prevention  among  the  general  public. 

The  six  poison  control  centers  serve  the  entire  population 
of  New  York  State,  17,990,455  people.   During  1992,  the  Centers 
handled  191,778  calls  which  averages  22  calls  for  every  hour  of 
every  day.   Of  these  calls,  69  percent  (N=132,155  calls) 
represented  human  exposure  cases.   The  remaining  31  percent  of 
calls  (N=59,623)  were  for  poison,  drug,  or  related  information. 
The  majority  (92.3%,  N=121,929)  of  exposures  occurred  in  the 
home. 

Children  younger  than  6  years  of  age  accounted  for  55.8 
percent  of  cases  (N=73,714)  in  1992,  reflecting  the 
susceptibility  of  young  children  to  contact  with  potentially 
toxic  substances  (2,3).   In  addition,  1,428  children  under  the 
age  of  5  were  discharged  from  hospitals  due  to  poisonings  from 
toxic  substances,  and  drugs  and  medicines  in  1992  (4).  Despite 
advances  in  poisoning  prevention  such  as  widespread  use  of  child- 
resistant  packaging,  the  sheer  number  of  exposures  illustrates 
that  contact  by  youngsters  with  toxic  substances  remains  a 
stubbornly  common  public  health  problem  in  our  society. 

The  large  majority  (83.7%,  N=110,678)  of  poison  exposures 
were  unintentional;  intent  was  present  in  12.6  percent  of  cases 
(N=16,664),  and  8.7  percent  (N=ll,470)  of  cases  were  specifically 
identified  as  being  suicidal. 
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The  majority  (69.3%,  N=91,561)  of  exposure  cases  were 
managed  in  a  non-health  care  facility,  usually  at  the  site  of 
exposure,  the  patient's  own  home.   Treatment  at  a  health  care 
facility  was  rendered  in  30.5  percent  (N=40,356)  of  cases. 

Of  the  132,155  exposures,  17,774  (13.4%)  of  the  patients 
experienced  toxicity.   Of  those  patients,  15,157  (11.5%) 
experienced  minor  effects;  1,917  (1.5%)  experienced  moderate 
effects;  634  (0.5%)  experienced  major  effects;  and  66  (0.05%) 
patients  died  as  a  result  of  their  poisoning. 

In  69.3  percent  of  exposure  cases,  a  Center's  staff  will  be 
able  to  help  the  caller  manage  the  problem  on-site,  without 
having  to  go  to  a  health  care  facility.    Center  staff  provide 
telephone  follow-up  and  will  refer  the  client  for  further 
evaluation  or  treatment  by  a  physician.   Poison  Control  Centers 
also  provide  expert  consultation  to  health  care  professionals. 
For  example,  in  1992,  the  New  York  City  Poison  Control  Center 
provided  14,429  consultations  to  staff  in  73  different  health 
care  facilities  (2,3). 

III.  FUNDING  POISON  CONTROL  CENTERS 

Since  enactment  of  the  1986  legislation  establishing  a 
statewide  network  of  poison  control  centers,  various 
methodologies  for  funding  Center  activities  have  been 
established,  all  of  which  fell  short  of  providing  adequate 
reimbursement ._ 

In  the  early  1980 's  the  New  York  State  Poison  Control 
Centers  were  funded  through  the  block  grants.   In  1986,  State 
legislation  was  passed  authorizing  reimbursement  by  health 
insurance  providers  (Medicaid,  Blue  Cross,  Commercial)  as  a 
component  of  hospital  outpatient  rates.   The  legislation  also 
provided  for  an  add-on  to  the  reimbursement  rate  for  hospital 
clinic  services.   This  methodology  created  financial  difficulties 
for  the  poison  control  centers  because  Medicaid  could  only  pay 
for  the  Medicaid  recipients  who  accessed  services  through  the 
hospital  clinic.   Because  poisonings  represent  an  emergency 
situation,  the  legislation  was  modified  to  allow  for  an  add-on  to 
emergency  rates  requiring  that  each  payor  pay  for  their  pro-rata 
share  of  the  cost. 

This  change  created  additional  difficulties  for  the  poison 
control  centers  because  the  various  payors  had  different 
methodologies  of  reimbursement.   For  example,  some  Blue  Cross 
plans  based  their  reimbursement  on  costs  and  some  plans 
reimbursed  on  charges.   Where  Blue  Cross  was  reimbursing  for 
charges,  they  felt  it  would  be  inappropriate  to  increase  their 
payments  where  charges  for  services  were  in  excess  of  costs . 
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In  addition,  Medicare  stopped  reimbursing  for  costs  because 
poison  control  centers  were  not  providing  hands-on  patient  care 
when  they  managed  poisoning  emergencies  over  the  phone. 

Reimbursement  of  poison  control  center  activities  continues 
to  be  fragmented  despite  New  York's  Prospective  Hospital 
Reimbursement  Methodology  (NYPHRM  IV) .   Although  the  non-Medicaid 
and  non-Medicare  payors  are  required  to  reimburse  poison  control 
center  costs  as  part  of  inpatient  Diagnostic  Related  Group  rates, 
the  Centers  continue  to  receive  less  than  full  reimbursement 
(2,5). 

While  the  cost  effectiveness  of  the  Centers  can  be  directly 
linked  to  activities  to  prevent  emergency  room  visits  (i.e., 
managing  poisoning  exposures  over  the  telephone,  prevention 
activities  through  education  and  promotion),  poison  control 
centers  are  not  being  fully  reimbursed  to  support  these 
activities . 

IV.    VALUE  OF  POISON  CONTROL  CENTERS 

Poison  control  centers  have  proved  effective  in  reducing 
emergency  room  visits  for  suspected  poisonings  (6)  and  thus  have 
proved  their  value  in  health  care  cost  containment.   It  is 
estimated  that  for  every  dollar  spent  in  operating  the  poison 
control  center  network,  a  minimum  of  $7  is  saved.   In  addition, 
poison  control  centers  reduce  unnecessary  health  care 
expenditures  for  poisonings  and  reduce  the  burden  on  our  911 
systems  and  emergency  transport  services.   It  has  been  estimated 
that  if  there  were  no  poison  control  center  services,  70  percent 
of  people  would  call  911  or  an  emergency  medical  service  (3).   In 
1992,  the  Centers  treated  91,561  poisoning  exposures  safely  and 
effectively  at  home,  by  telephone.   These  clients  were  spared 
panicky  and  unnecessary  visits  to  hospital  emergency  departments. 

The  dollar  savings  may  be  expressed  as  follows: 

91,561  (clients  treated  by  telephone,  at  home) 
x   $218.91  (mean  average  emergency  room  cost)* 


$20,043,618.51  (total  savings  during  1992)  (2,5) 

*  Mean  average  emergency  room  cost  for  the  six  hospitals 
affiliated  with  the  New  York  State  Regional  Poison  Control 
Centers,  1992. 

Although  it  is  probable  that  many  unnecessary  ambulance 
transports  were  avoided  because  of  clients  being  treated  at  home 
rather  than  in  emergency  facilities,  we  are  unable  at  this  time 
to  quantify  those  savings. 
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In  contrast  to  an  estimated  annual  savings  of  over  $2  0 
million,  the  cost  to  operate  the  six  poison  control  centers  in 
New  York  State  in  1992  was  approximately  $6  million. 

In  a  related  example  of  cost  savings,  the  Long  Island  Poison 
Control  Center  found  that,  for  children  under  age  5,  the  number 
of  telephone  calls  for  exposures  to  potentially  toxic  substances 
increased  from  6,848  calls  in  1969  to  10,564  calls  in  1992,  an 
increase  of  54.3  percent.   However,  emergency  facility  visits  for 
this  group  decreased  from  513  in  1969  to  60  in  1992,  a  decrease 
of  88.3  percent!  (2,3) 

V.    PUBLIC  HEALTH  IMPACT 

Poisoning  deaths  in  children  under  age  5  in  New  York  State 
have  decreased  from  20  in  1966  to  2  in  1992,  largely  due  to  the 
federal  Poison  Prevention  Packaging  Act  of  1970. 

If  regional  poison  control  centers  are  not  reimbursed  at 
appropriate  levels,  they  will  be  forced  to  cut  back  on  highly 
trained  poison  information  specialists  and  health  educators  which 
will  result  in  inadequate  coverage  of  poison  information  phone 
calls  and  provision  of  prevention  education/outreach, 
respectively.   In  New  York  State,  an  estimated  25  percent 
reduction  in  poison  control  center  services  in  one  year  will 
result  in  47,945  phone  calls  which  can  not  be  adequately  handled 
due  to  a  reduction  of  poison  information  specialists;  and  33,039 
exposure-related  phone  calls  may  instead  result  in  unnecessary 
visits  to  emergency  departments  at  a  cost  of  $7,232,567  ($218.91 
average  per/emergency  department  visit  fee) .   It  is  also 
estimated  that  without  preventive  education/outreach,  the  40,356 
people  treated  in  a  New  York  State  health  care  facility  in  one 
year  would  increase  by  10,089,  further  adding  to  health  care 
costs.   In  addition,  an  increase  of  home  prophylaxis,  by 
caregivers,  in  the  absence  of  expert  consultation  may  occur  and 
result  in  further  injury  to  the  victim  (2). 

To  further  illustrate,  if  one  Center  was  forced  to  cease 
operations,  such  as  the  Hudson  Valley  Regional  Poison  Control 
Center  in  Nyack,  NY,  which  covers  24  counties  (3.5  million 
people)  and  90  hospitals,  33,182  total  calls  would  need  to  be 
answered,  of  which  25,403  would  be  exposure-related  (2,3). 

In  addition,  emerging  poisoning  issues  that  potentially 
impact  on  the  public's  health  may  not  be  discovered  and  handled 
in  a  timely  fashion  to  prevent  injury  and  death. 
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VI.   OPTIONS  FOR  POISON  CONTROL  SERVICES 

What  are  the  options  to  guarantee  access  to  quality  poison 
control  services? 

New  York  State  has  a  successful  model  that  may  be  replicated 
by  other  states  but  concerns  over  funding  still  remain.   To 
develop  a  better  system,  the  costs  for  being  an  approved  regional 
poison  control  center  have  to  be  picked-up  by  all  payors 
including  Medicare  and  cover  all  non-hands-on  patient  care 
including  prevention  activities  and  telephone  management  of 
poisonings . 

Another  option  is  to  eliminate  the  reimbursement  method  and 
authorize  an  alternative  funding  source  through  the  proposed 
Health  Security  Act's  "Core  Functions  of  Public  Health  Programs, 
National  Initiatives  Regarding  Preventive  Health."   This  federal 
support  is  critical  to  ensure  a  dependable  and  stable  source  of 
funding.   In  relation  to  Poison  Control  Centers,  the  proposed 
Core  Public  Health  Activities  would  protect  Americans  against 
harmful  products  and  poor  quality  health  care;  identify  and 
control  patterns  of  injury;  and,  inform  and  educate  health  care 
consumers /providers  on  appropriate  use  of  medical  services  (7) . 

Several  advantages  of  an  alternative  funding  source  such  as 
the  Core  Functions  of  Public  Health  Programs  methodology  is  that 
the  poison  control  centers  would  not  be  subject  to  reimbursement 
by  volume  of  patients,  admission  to  a  health  care  facility  or 
emergency  room  treatment,  or  fragmentation  of  payment  by  several 
insurance  payors.   The  poison  control  centers  would  also  have  a 
budget  cap  and  would  manage  their  services  within  a  certain 
amount  of  funding,  enabling  better  planning  and  delivery  of 
services,  especially  those  focusing  on  prevention. 

To  summarize,  New  York  State  has  taken  a  leadership  role  in 
the  nation  by  passing  legislation  to  assure  standards  of 
operation  for  its  six  poison  centers.   Additionally,  it  has 
provided  a  funding  mechanism  which  has  been  problematic  at  times, 
but  has  provided  the  means  to  care  for  the  citizens  of  New  York 
and  to  save  health  care  dollars  that  would  have  been  wasted  in 
unnecessary  emergency  room  visits .   In  anticipation  of  changes  in 
our  health  system,  federal  funding  through  the  Core  Functions  of 
Public  Health  Programs  would  help  to  assure  stabilized  funding  of 
poison  centers  during  this  managed  care  era.   A  prevention 
oriented  system  using  public  health  approaches  makes  the  services 
of  the  poison  center  even  more  valuable  and  necessary.   Funding 
by  our  federal  government  would  assure  that  all  Americans  have 
easy  access  to  immediate  assistance  in  a  poison  emergencv 
(2,3,5). 

Thank  you  for  this  opportunity. 
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Mr.  Towns.  Thank  you  very  much.  And  let  me  thank  all  of  you 
for  your  testimony.  t  # 

Dr.  Rodgers,  I  guess  I  could  start  with  you,  a  pediatrician.  Pedia- 
tricians, according  to  testimony  we  heard  earlier,  and  physicians 
and  hospital  staff;  in  general,  rely  on  poison  control  centers — why 
do  you  think  they  do  this? 

Dr.  Rodgers.  I  think  they  do  it  because,  really,  the  potential,  in 
terms  of  poisoning  injury,  has  far  outstripped  the  ability  of  a  physi- 
cian's fairly  meager  memory.  The  computer  data  system  that  we 
have  in  all  major  poison  centers  list  somewhere  over  a  quarter  of 
a  million  different  products  and  compounds.  Most  of  us,  if  we're 
lucky,  may  be  able  to  remember  something  about  the  toxicity  of 
perhaps  25,  50,  if  we're  good  and,  as  we  get  older,  fewer. 

And  there  just  is  no  other  source  of  that  information.  In  order 
to  make  a  knowledgeable  decision  when  a  patient  calls  or  a  family 
calls  about  what  needs  to  be  done,  one  needs  to  have  some  knowl- 
edge about  the  potential  for  injury. 

Now,  the  fallout  from  that  is  that  ifyou  don't  know,  if  you're  the 
physician,  and  the  family  calls  your  office,  and  you  have  no  knowl- 
edge, the  default  decision  is  to  send  them  to  an  emergency  room 
and  be  on  the  safe  side. 

You're  not  willing  to  assume  the  liability,  the  legal  liability, 
among  other  things,  and  personal  liability  of  guessing  and  hoping 
that  you're  right  that  this  is  something  that's  not  going  to  be  toxic. 
You  send  them  to  the  emergency  room. 

What  about  the  family  who  calls  the  emergency  room  for  infor- 
mation? The  emergency  room  is  basically  in  the  same  position, 
most  of  them,  as  the  doctor.  They  don't  have  this  knowledge,  ei- 
ther. And,  unless  Kentucky  is  a  lot  different  than  most  areas  of  the 
country,  emergency  rooms  have  virtually  stopped  answering  medi- 
cal questions  over  the  phone.  The  legal  liability  is  too  high. 

The  only  answer  that  you're  likely  to  get  if  you  call  an  emergency 
room  is,  "We  will  be  glad  to  see  you  if  you  bring  your  child  in."  So 
there  really  are  no  other  alternatives. 

Mr.  Towns.  Thank  you. 

I  don't  want  to  start  a  fight  at  the  witness  table,  but  I  would  like 
to  get  your  opinion,  of  course,  on  Ms.  Fise's  proposal  to  establish 
a  national  study  commission  to  evaluate  funding  options  and  make 
recommendations  to  Congress.  » 

Why  don't  we  start  with  you,  Dr.  Marcus. 

Dr.  Marcus.  You're  putting  me  in  a  tough  position.  I  think  this  1: 
has  been  studied.  I  think  we  have  had  enough  study,  we  have  had 
enough  articles  written  on  the  usefulness  of  poison  centers,  we 
have  had  enough  people  that  have  testified  not  just  here,  but  lo- 
cally, as  well,  on  the  usefulness  of  this.  I  think  it's  time  to  do  some- 
thing, as  far  as  implementation  of  a  system. 

I  think  that  the  system  has  to  come  through  the  political  frame- 
work. Congress  has  to  help  define  the  system  with  checks  and  bal- 
ances and  some  local  control  because,  as  Representative  Mica  said 
before,  you  don't  want  unchecked  bureaucracy;  you  want  checks 
and  balances  in  the  bureaucracy.  I  think  that  the  models  are  there. 
I  think  that  it's  time  to  start  implementing  them. 

Mr.  Towns.  Dr.  Miller. 
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Mr.  Miller.  I  can  understand  why  they're  calling  for  a  study,  be- 
cause what  to  do  here,  as  you've  pointed  out  from  that  side  of  the 
table,  is  very  complex,  and  there's  no  clear  solution.  At  the  same 
time,  I  think  that  it  probably  wouldn't  take  us  6  months. 

We  would  probably  spend  6  months  just  getting  the  commission 
appointed,  spend  6  months  getting  the  contract  let,  spend  6  months 
before  the  contractor  was  late,  and  another  6  months  by  the  time 
it  all  would  be  concluded,  and  we  would  be  maybe  2  years  down 
the  pike  with  5,  10  more  poison  control  centers  shut  down  by  the 
time  that  we  finished  the  study. 

I  do  think  that  there  is  a  need,  perhaps,  to  study,  but  I  think 
that  delaying  other  action  while  we  study  would  probably  not  be 
totally  the  way  to  go,  if  we  want  to  keep  this  problem  under  control 
at  this  moment. 

Mr.  Towns.  Mr.  Simon. 

Mr.  Simon.  I  think  the  value  of  the  poison  control  centers  has 
been  widely  proven.  I  think  that  we  need  to  get  on  with  implemen- 
tation and  monitoring  and  make  sure  we're  doing  the  right  thing. 

Mr.  Towns.  Dr.  Rodgers. 

Dr.  Rodgers.  I  admit  to  being  a  political  neophyte,  but  it  seems 
to  me  that  this  subcommittee  today — and  I  commend  you  more 
than  you  will  ever  know  for  standing  up  and  doing  this  one — I 
think  this  subcommittee  has  heard  the  options. 

I  think  we  have  heard  a  lot  of  them  presented  orally.  There  are 
a  lot  of  others  that  have  been  presented,  I'm  sure,  in  the  written 
testimony.  I  think  it's  a  political  process  to  decide  which  one  of 
these  is  the  most  practical,  palatable  option. 

I  think  the  study  has  occurred  today,  and  I  agree  that  to  study 
this  more  is  going  to  be  a  delay  which  I  think  is  unlikely  to  be  very 
productive. 

Mr.  Towns.  Thank  you  very  much.  Thank  all  of  you. 

At  this  time,  I  yield  to  Congressman  Payne.  My  time  has  expired. 

Mr.  Payne.  Thank  you  very  much.  I  just  have  one  quick  ques- 
tion, since  I  missed  most  of  the  testimony  here. 

But,  Dr.  Marcus,  I  was  here  when  you  proposed  a  system  to  im- 
pose a  nationwide  hazardous  labeling  requirement,  with  referral 
numbers,  with  labeling  fees.  And  you  said  this  could  go  a  long  way 
in  funding  of  the  network.  Do  you  think  that  a  proposal  like  that 
would  fully  fund  the  poison  control  center  network? 

Dr.  Marcus.  It  certainly  could.  The  question  is  whether  you 
make  the  decision  that  you  want  it  to  completely  fund  it  or  wheth- 
er it  is  an  add-on  to  States  that  already  have  funding  proposals  al- 
ready in.  And  I  think  that  would  be  something  that  would  have  to 
be  studied  on  a  case-by-case  basis. 

I  think  it  is  important  to  mention  that  these  regulations,  as  far 
as  product  labeling,  are  already  there.  And  the  regulation  requiring 
a  specific  800  number  is  already  there.  It's  a  matter  of  forcing  the 
implementation,  including  the  use  charge.  That's  all  that's  needed. 

We  did  a  similar  thing  in  the  State  of  New  Jersey.  It  wasn't  to 
manufacturers.  We  did  it  through  regulations  on  hospitals  that 
over  the  past  12  years  became  regulated  to  require  their  participa- 
tion in  poisoning  centers  and  then,  a  year  or  two  later,  actually  set 
an  actual  firm  tee  for  it,  where  it  was  a  voluntary  fee  before  that. 


iro; 
Wi 


218 

And  that  system  seems  to  have  worked.  Now,  I'm  not  saying  it's 
the  ideal  system.  And  by  no  means  am  I  suggesting  that  for  the    »to 
country.  Ms. 

Since  the  Federal  Government  already  has  gone  through  about  Chair 
half  of  what  we  went  through  in  New  Jersey,  as  far  as  the  regula-  vou'rt 
tions  for  product  labeling  already,  and  since  many  of  those  compa-  ffe 
nies  are  already  contracting  with  some  poison  centers  and  other  in-  ighi 
dustry  to  take  their  phone  calls,  it  seems  to  me  a  logical  next  step  ■;£ 
to  now  put  a  Federal  tariff  on  that,  set  it  up  so  that  there  are  :  iv 
checks  and  balances,  so  that  there's  no  runaway  spending  of  money  &: 
by  poison  centers.  That  would  be  wrong,  as  well.  But  I  think  it  31 
would  be  eminently  doable.  -oui 

Mr.  Payne.  And  originally,  you  said  that  it  would  be  a  flat  fee?  :m 
You  were  talking  about  trying  to  simplify  it,  and  you  would  try  to 
avoid  complications  by  having  it  driven  by  the  size  of  a  corporation 
or  a  State,  where  you  may  have  a  preponderance  of  manufacturing, 
as  opposed  to  another  State  that  would  not  have  any  but  would  use 
the  service?  ch 

Dr.  Marcus.  Well,  I'm  sorry  if  I've  confused  it  by — the  State 
comes  into  it.  setting  its  own  priorities  for  its  own  poison  centers. 
I  do  believe  that  priorities  and  how  a  poison  center  should  function 
within  certain  guidelines  should  be  a  local  decision. 

And,  if  the  State  should  be  kicking  in,  let's  say,  a  certain  amount 
of  money,  that  should  stay  the  same.  What  I  am  suggesting,  on  a 
national  basis,  is  to  come  up  with  the  additional  moneys  that  poi- 
son centers  need. 

Sure,  we're  well-funded  right  now.  Most  of  my  colleagues  here 
would  give  their  eye  teeth  for  the  funding  that  we  currently  have 
in  New  Jersey.  That  doesn't  mean  we're  not  eliminating  some  of 
the  things  that  I  would  give  my  eye  teeth  to  do.  I  can't  afford  to 
do  certain  things  now,  mostly  in  prevention,  that  I  think  are  ex-  J 
tremely  important.  But,  I  just  don't  have  the  funds  to  do  that.  If 
I  had  additional  funds,  I  would  make  a  heck  of  a  lot  more  of  an 
impact  on  prevention. 

I  think  those  are  the  decisions  that  have  to  be  made  locally. 
What  I'm  proposing  is  a  way  to  fund  poison  hotlines  on  a  more  na- 
tional basis.  If  we  continue  to  figure  out  ways  to  fund  from  State 
to  State,  you're  going  to  end  up  with  States  fighting  each  other  for 
money,  poison  centers  fighting  each  other  for  contracts  with  var- 
ious companies.  And  that's  wrong.  That's  divisive,  and  that  really 
doesn't  allow  free  access  to  care  for  all  Americans,  which  is  really  U 
what  I'm  pleading  for.  b 

Mr.  Payne.  Thank  you. 

Do  any  other  members  of  the  panel  have  any  thoughts  about  a 
system  like  that?  Al 

Mr.  Miller.  I  would  be  a  little  careful  about  how  that  worked. 
For  example,  you  wouldn't  want  the  company  that  makes  one  toxic 
product  for  use  only  in  a  commercial  area  to  be  paying  the  same 
amount  as  Colgate-Palmolive,  or  Proctor  &  Gamble  for  the  support 
of  poison  control  centers. 

You've  got  to  think  some  about  how  many  products  manufactur 
ers  are  producing  that  are  out  there  where  children  may  be  ex 
posed  to  them  and  where  the  exposures  are  occurring.  Otherwise,      (J]. 
you're  going  to  create  inequities  that  I  think  the  manufacturers 
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might  scream  about.  Particularly  the  small  manufacturers  might 
be  hurt. 

Ms.  FlSE.  I  would  like  to  just  make  a  comment  going  back  to 
Chairman  Towns'  earlier  question.  And  it  kind  of  ties  with  what 
you're  talking  about. 

We  do  not  mean  to  suggest  that  nothing  happened  today,  that 
nothing  go  forward,  or  that  we  should  just  continue  to  study  this 
problem.  We  know  there's  a  problem.  I  don't  think  we  need  to 
study  that  aspect  of  it. 

But  today,  we  have  heard  people  say  there  should  be  a  surcharge 
on  birth  certificates,  there  should  be  telephone  surcharges,  there 
should  be  Federal-State  matches,  we  should  increase  block  grants, 
there  should  be  a  product  labeling  component,  and  that  there 
should  be  an  insurer  payment  system. 

Coming  from  the  perspective  of  having  worked  on  consumer  leg- 
islation for  many  years,  we  know  that  it  often  takes  years  to  build 
consensus  for  a  solution.  I'll  just  give  you  one  example:  the  labeling 
of  children's  toys,  legislation  that  past  the  House  last  year.  It  also 
passed  the  Senate,  and  we're  still  waiting  on  a  conference  commit- 
tee. This  was  about  a  7-year  process,  to  get  that  labeling  legislation 
through. 

We  are  not  suggesting  the  poison  center  study  commission  put 
this  off.  But  rather  possibly,  in  a  short  timeframe,  it  could  identify 
some  consensus  on  some  of  these  ideas,  in  order  to  get  some  of 
these  ideas  off  the  table.  Obviously,  we're  not  going  to  embark  on 
all  of  these  ideas,  but  rather  let's  seek  some  consensus  among  all 
the  parties  involved. 

I  believe  that  this  committee  and  other  committees  in  Congress, 
including  the  Appropriations  Committee,  should  use  the  power 
they  have  now  in  whatever  way  they  can  through  oversight  and 
other  means  to  start  to,  as  you  did  today,  initiate  discussions  with 
Assistant  Secretary  McGinnis  and  others  that  actually  could  do 
something. 

And  so  I  don't  disagree,  actually,  with  my  colleagues  here  at  the 
table.  I  don't  want  the  record  to  show  that  we  want  to  delay  or  put 
this  problem  off.  We  believe  that  action  needs  to  begin  imme- 
diately. 

Mr.  Payne.  Thank  you,  Mr.  Chairman. 

Mr.  Towns.  Thank  you  very  much,  Congressman  Payne. 

Let  me  also  thank  the  witnesses  for  your  testimony.  You  have 
been  extremely  helpful  in  many,  many  ways,  giving  us  additional 
information  so  we  can  look  at  the  problem  and  see  what  we  can  do 
in  terms  of  bringing  about  some  solutions. 

At  this  time,  I  would  like  to  ask  unanimous  consent  to  include 
several  written  statements  into  the  record  from  poison  center  direc- 
tors and  others  concerning  the  funding  plight  of  poison  centers. 
Without  objection,  we'll  include  it  in  the  record. 

[The  information  can  be  found  in  the  appendix.] 

Mr.  Towns.  Also,  I  ask  unanimous  consent  to  hold  the  record 
open  for  10  days;  I  indicated  earlier  5  days,  but  I  would  like  to 
change  that  to  10  days  to  allow  other  interested  parties  to  submit 
written  statements  for  the  record.  Without  objection,  I  would  like 
to  change  it  from  5  to  10.  So  ordered. 
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What  we  have  heard  here  today  is  nothing  short  of  alarming. 
When  people  have  a  poison  emergency  and  reach  for  the  phone, 
they  don't  want  to  be  put  on  hold;  they  don't  want  to  be  told  to  call 
back;  and,  most  of  all,  they  don't  want  a  recording  that  says, 
"Sorry,  no  one  is  here  to  help  you  from  your  county  or  your  region." 
The  funding  plight  of  poison  control  centers  is  a  disgrace. 

Poison  centers  save  lives,  and  they  save  money.  The  public  is  de- 
manding health  care  reform  that  makes  sense,  and  poison  centers 
make  a  whole  lot  of  sense.  I  believe  we  need  to  join  together  and 
ensure  that  all  Americans  have  access  to  poison  control  services. 
Access  to  emergency  poison  control  services  should  not  be  a  lottery 
system. 

With  that  in  mind,  this  hearing  is  adjourned. 

[Whereupon,  at  1:10  p.m.,  the  subcommittee  adjourned,  to  recon- 
vene subject  to  the  call  of  the  Chair.] 
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Additional  Material  for  the  Record 

STATEMENT  OF  CONGRESSMAN  DICK  SWETT  OF  NEW  HAMPSHIRE 

Subcommittee  on  Human  Resources  and  Intergovernmental  Relations 

Committee  on  Government  Operations 

March  15,  1994 

"Poison  Control  Centers:  Is  There  An  Antidote  For  Budget  Cuts?" 

Mr.  Chairman,  thank  you  for  holding  this  hearing  on  the 
importance  of  poison  control  centers  to  our  nation's  health  care 
system. 

Unintentional  childhood  poisonings  are  a  serious  health  care 
problem  in  America  today.   Nationally,  nearly  half  of  emergency 
telephone  cases  involved  children  under  age  3,  and  almost  60 
percent  of  these  cases  involved  children  younger  than  6 .   Our 
nation's  poison  centers  are  on  the  front  lines  dealing  with  a 
health  care  crisis  that  can  strike  families  with  children  without 
warning . 

Poison  control  centers  are  a  very  cost  effective  way  of  dealing 
with  an  important  public  health  threat.   Most  cases  of 
unintentional  poisoning  can  be  handled  over  the  phone,  in  the 
patient's  home.   This  saves  our  health  care  system  millions  of 
dollars  by  avoiding  unnecessary  and  improper  utilization  of 
hospital  emergency  rooms.   In  addition,  they  serve  the  very 
important  function  of  providing  security  for  parents  by  allowing 
them  to  quickly  access  knowledgeable  and  authoritative 
professionals  for  instant  answers  in  difficult  situations. 

Unfortunately,  in  recent  years  funding  for  poison  control  centers 
has  declined  nationally.   This  is  a  tragic  mistake  since  poison 
control  centers,  on  average,  save  between  $4  and  $9  dollars  for 
every  dollar  of  public  support  by  holding  down  the  cost  of 
treating  all  unintentional  poisonings  in  hospital  emergency 
rooms. 

Mr.  Chairman,  in  my  own  state,  the  New  Hampshire  Poison  Control 
Center  has  done  an  outstanding  job  in  providing  assistance  to 
parents  and  health  care  providers.   Located  at  the  Dartmouth- 
Hitchcock  Medical  Center  (DHMC)  in  Lebanon,  the  Center  serves  all 
of  New  Hampshire's  1.2  million  people  as  well  as  residents  of 
bordering  towns  in  Maine  and  Vermont.   It  is  staffed  by  a  group 
of  nurses  and  pharmacists  who  handle  calls  on  a  24 -hour  basis. 

Last  year,  the  New  Hampshire  Poison  Control  Center  answered 
20,000  incoming  calls,  15,000  of  which  were  for  incidents  of 
human  poisoning.   This  demonstrates  how  important  this  service  is 
for  our  state.   The  Center  receives  strong  support  from  both  the 
New  Hampshire  Department  of  Health  and  Human  Services  and  DHMC, 
including  financial  assistance  for  two  statewide  WATS  lines  and 
funding  for  training  for  the  medical  staff.   They  have  also 
received  federal  funding,  although  this  is  the  most  uncertain 
element  in  the  Center's  budget. 

(221) 
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Because  of  shortfalls  in  funding,  the  Center  now  lacks  the 
ability  to  establish  a  public  education  program  and  maintain  a 
full-time  medical  toxicologist .   This  prevents  the  Center  from 
being  certified  as  a  regional  poison  control  center  as  recognized 
by  the  American  Association  of  Poison  Control  Centers.   Failure 
to  attain  this  certification  could  jeopardize  federal  support  in 
the  future  and  would  eliminate  a  critical  health  care  service  for 
New  Hampshire  families. 

Mr.  Chairman,  I  commend  you  for  holding  this  hearing.   I  look 
forward  to  working  with  you  and  your  colleagues  on  the 
Subcommittee  in  developing  strategies  to  avoid  additional  budget 
cuts  that  threaten  the  survival  of  the  New  Hampshire  Poison 
Control  Center  and  other  centers  across  the  country. 
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March  29,  1994 

The  Honorable  Edolphus  Towns 

Chairman 

Subcommittee  on  Human  Resources  and  Intergovernmental  Relations 

2232  Raybum  House  Office  Building 

Washington,  D.C.    20S1S 

Dear  Ed, 

You  are  to  be  commended  on  the  hearing  the  House  Government  Operation 
Subcommittee  on  Human  Resources  and  Intergovernmental  Relations  held  on  March  16, 
1994,  Poison  Control  Centers:  Is  There  an  Antidote  For  Budget  Cuts,  to  discuss  the  critical 
state  of  our  nation's  poison  control  centers.   This  is  an  issue  that  is  particularly  important  to 
the  residents  of  my  district  where,  as  you  know,  the  National  Capitol  Poison  Center  is 
fighting  a  tough  battle  to  remain  open. 

Georgetown  University  Medical  Center  officials  announced  in  December  that  they 
would  be  unable  to  fund  the  center  beyond  February  28.    Thanks  to  generous  contributions 
from  a  number  of  private  sponsors  and  the  Commonwealth  of  Virginia,  the  center  has  been 
funded  for  an  additional  four  months.   Meanwhile,  proponents  of  the  center  are  attempting  to 
develop  more  stable  long  term  sponsorship  plans. 

In  light  of  the  recent  turn  of  events  in  the  District  of  Columbia,  and  the  fact  that 
National  Poison  Prevention  Week  has  recently  passed,  your  efforts  could  not  be  more  timely. 


Sincerely, 


Eleanor  Holmes  Norton 


cc:  Dr.  Toby  Litovitz 

Director,  National  Capital  Poison  Center 
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March  2,  1994 

Congressman  Edolphus  Towns 

Chairman 

Subcommittee  on  Human  Resources 

and  Intergovernmental  Affairs 
Committee  on  Government  Operations 
U.S.  House  of  Representatives 
Room  B-372 

Rayburn  House  Office  Building 
Washington,  D.C.   20515 

Dear  Congressman  Towns: 

During  discussions  with  your  staff,  we  learned  that  your  subcommittee  has  scheduled  a  hearing 
for  later  this  month  on  the  topic  of  poison  control  center  funding.  Our  office  recently  compiled 
a  survey  attaining  funding  information  for  the  38  accredited  regional  poison  control  centers. 
We  are  enclosing  a  copy  of  that  survey  and  hope  that  the  information  is  of  assistance  to  you  and 
the  other  subcommittee  members.  If  you  have  any  questions  about  the  survey,  please  contact 
Gita  Reddy  of  my  staff  at  (602)  542-5491. 


Ted  Ferris 
Director 


TF:ag 
Enclosure 
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POISON  CONTROL  CENTERS 
FUNDING  SUMMARY 


BMUHB  fiflERCE 

mm"  Stmt 

$9,967,700 

Hospital  Sponsor* 

$8,898,900 

Contracts,  Uter  Contribution*,  Donations,  Qranti 

13,697,600 

Member  Hospital  Contracts  and  Fees 

$2,357,300 

MfftitoiM 

$1,888,000 

insaianee  Company  Payments 

$1,642,000 

Counties 

$1,398,000 

State  Funded  Unrversitiea 

$1,069,000 

Fadenl  Block  Giants 

$  707,000 

Other 

ILQSLflfjQ 

TOTAL 

HUttflBL 

21. 0 
11.2- 
1.2 

3.2 
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REGIONAL  CENTER 

FUNDING 

COMMENTS 

Alabama 

Hospital  Sponsor                                                  $258,500 
Donations                                                             $211  500 
TOTAL                                                               $470,000 

Arizona 

Arizona  Poison  &  Drug 
Information  Center 

Samaritan  Regional  Poison 
Center  1' 

University  of  Arizona                                          $305,000 
EMS  Fund                                                           $267,000 
General  Fund                                                       $175.000 
TOTAL                                                           $747,000 

Hospital  Sponsor                                                 $600,000 
United  Way                                                         $120,000 
Donations                                                                70.000 
TOTAL                                                           $790,000 

California 

Fresno  Regional  Poison 
Control  Center  V 

San  Diego  Regional 
Poison  Center 

San  Francisco  Bay  Area 
Regional  Poison  Control 
Center 

Santa  Clara  Valley 
Medical  Center 
Regional  Poison  Center 

UC  Davis  Medical  Center 
Regional  Poison  Control 
Center 

Hospital  Sponsor                                                     $552,000 
State  Share                                                           $138,000 
Member  Hospital  Contracts                                        $60,000 

A  Fees 
TOTAL                                                           $750,000 

Hospital  Sponsor                                                  $375,000 
State  Sbare                                                           $138,000 
County  of  San  Diego                                           $1 13,000 
Donations                                                                  $60,000 
TOTAL                                                           $686,000 

Counties                                                               $790,000 
Member  Hospital  Contracts                                 $220,000 
State  Share                                                           $138,000 
State  Funded  University                                        $74,000 
Donations                                                              $23,000 
Private  ContracU                                                   $35,000 
TOTAL                                                        $1,2*0,000 

Hospital  Sponsor  (County)                                   $462,000 
FQHC  Payment                                                   $300,000 
State  Share                                                           $138,000 
TOTAL                                                           $900,000 

Hospital  Sponsor                                                 $910,500 
State  Share                                                       $138,300 
TOTAL                                                        $1,048,800 

Colorado 

Stale  Share                                                       $1,100,000 
Other  ContracU                                                   $800,000 
TOTAL                                                        $1,900,000 

o*i"n\(«OQ 


(Continued) 
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REGIONAL  CENTER 

1    ■                      '                                                 -          — ■ 
FUNDING 

COMMENTS 

Washington,  D.C.  V 

Hospital  Sponsor                                                   $726,000 
Donations  and  Contracts                                    $214,000 
User  Contributions                                                $100,000 
Member  Hospital  Contracts                                  $60,000 
TOTAL                                                          $1,100,000 

The  center  contacts  users  of 
the  service  and  asks  them  to 
donate  to  the  center. 

The  center  is  scheduled  to 
close  February  28th. 

Florida 

State  Share                                                       $861,100 

The  state  also  provides  $1.4 
million  in  funding  for  2 
non-accredited  centers,  one 
which  is  operational  and 
one  which  is  under 
development. 

Georgia 

State  Share                                                    $1 ,200,000 

Initiflnn  V 

State  Share                                                         $677,300 
Hospital  Sponsor  Network                                  $397,700 
Donations                                                            $52,200 
TOTAL                                                          $1,127,200 

Maryland  i 

School  of  Pharmacy                                              $550,000 
Private  Contract*                                                     $50,000 
Donations                                                            $30,000 
TOTAL                                                         $630,000 

Massachusetts 

State  Share                                                         $478,000 
Member  Hospital  Contracts                                $120,000 
Private  Contracts  and  Grants                                $30,000 
Donations.  Miscellaneous                                       $22,000 
TOTAL                                                           $650,000 

To  subscribe  for  poison 
center  services,  teaching 
hospitals  must  pay  $2,800 
each,  hospitals  with  more 
than  500  beds  must  pay 
$1 ,400  each,  and  hospitals 
with  less  than  500  beds 
must  pay  $700  each. 

Michigan 

Blodgett  Regional  Poison 
Center 

Regional  Poison  Control 
Center  at  Children's 
Hospital  of  Michigan 

Hospital  Sponsor                                                $555,000 
United  Way                                                         $70,000 
Donations.  Miscellaneous                                          $20,000 
TOTAL                                                         $645,000 

Hospital  Sponsor                                                   $499,700 
United  Way                                                         $87,100 
liner  rnntrihurinnx.  Donations.  Misc.                   $210,800 
TOTAL                                                             $797,600 

The  center  contacts  users  of 
the  service  and  asks  them  to 
donate  to  the  center. 

(Continued) 
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REGIONAL  CENTER 

FUNDING 

COMMENTS 

Minnesota 

Hennepin  Regional  Poison 
Center 

Minnesota  Regional 
Poison  Center 

Hospital  Sponsor  (County)                                    $573,000 
State  Share                                                          $1 17,000 
Private  Contracts                                                    $1 10,000 
Federal  Block  Grant                                             $75,000 
TOTAL                                                           $875,000 

Private  Contracts                                                    $387,000 
State  Share                                                             $338,000 
Federal  Block  Grant                                             $75,000 
Donations                                                               $100,000 
TOTAL                                                               $900,000 

Missouri 

Hospital  Sponsor                                                 $337,500 
Member  Hospital  Contracts                                   $262,500 
Federal  Block  Grant                                           $150,000 
Private  Contract                                                  $100,000 
TOTAL                                                           $850,000 

In  order  to  meet  licensing 
requirements,  all  hospitals 
in  the  state  will  now  be 
required  to  subscribe  for 
poison  center  services. 
Currently,  75  hospitals  pay 
$3,500  each  for  those 
services. 

The  center  has  a  $100,000 
contract  with  the  Monsanto 
Corporation. 

Nebraska 

Hospital  Sponsor                                                 $342,000 
Children's  Hospital  Foundation                           $250,000 
Endowment  Earnings                                            $60,000 
Contracts  with  Wyoming                                         $41,000 
Donations,  Miscellaneous                                          $7,000 
TOTAL                                                               $700,000 

New  Jersey 

Member  Hospital  Contracts                                $900,000 
State  Share                                                          $500,000 
Donations                                                            $100,000 
TOTAL                                                        $1,500,000 

The  state  mandates  that  all 
hospitals  must  subscribe  for 
poison  center  services  at  a 
cost  of  $12, 000  each. 

New  Mexico 
1 

State  Share                                                          $633,000 
Private  Contracts                                                  $47,000 
TOTAL                                                           $680,000 

The  poison  center  has 
contracts  with  Texas  Tech, 
Sandia  National  Laboratory,   | 

II 

c  ^o^ 
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REGIONAL  CENTER 

FUNDING 

COMMENTS 

New  York 

Hudson  Valley  Poison 
Center 

Long  Island  Regional 
Poison  Control  Center 

New  York  City  Poison 
Control  Center 

Medicaid                                                                $450,000 
Insurance  Company  Payments                            $550,000 
TOTAL                                                        $1,000,000 

Medicaid                                                                $428,000 
Insurance  Company  Payments                              $522,000 
TOTAL                                                          $950,000 

Medicaid                                                            $910,000 
Insurance  Company  Payments                            $420,000 
Miscellaneous                                                      $70,000 
TOTAL                                                          $1,400,000 

Ohio 

Central  Ohio  Poison  Center 

Cincinnati  Drug  and  Poison 
Information  Center  and 
Regional  Poison  Control 

System  i' 

Hospital  Sponsor                                                   $590,000 
Member  Hospital  Contracts                                $  1 00 ,000 
United  Way                                                          $60,000 
State  Share                                                           $50,000 
TOTAL                                                         $800,000 

Private  Contracts                                                $126,000 
University  Hospital  Sponsor                                 $75,000 
Grants                                                                      $45,000 
Member  Hospital  Contracts                                    $43,000 
State  Share                                                           $26,000 
Donations     *                                                          $19,000 
Citv  of  Cincinnati                                                    $  1 1 .000 
TOTAL                                                         $345,000 

Oregon 

State  Share                                                  $1,000,000 
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REGIONAL  CENTER 


Pennsyrv 


Central  Pennsylvania 
Poison  Center  " 


Poison  Control  Center 


Pittsburgh  Poison 
Center 


Rhode  bland 


Texas 

North  Texas 
Poison  Center 

Texas  State 
Poison  Center 


Utah 


Virginia 


FUNDING 


Hospital  Sponsor 

State  Share 

Member  Hospital  Contracts 

Donations 

Non-Member  Fees 

TOTAL 

State  Share 

Hospital  Sponsor 

Member  Hospital  Contracts 

City  of  Philadelphia 

Private  Contracts 

Counties 

Other 

TOTAL 

State  Share 

Member  Hospital  Contracts 
Private  Contracts 
Insurance  Company 

Payments 
TOTAL 


Hospital  Sponsor 


Counties 


State  Share 
Hospital  Sponsor 
TOTAL 


Federal  Block  Grant 
State  Share 
Medicaid 
TOTAL 


Hospital  Sponsor 


$320,000 
$282,000 
$100,000 
$20,000 
$12.000 
$734,000 

$380,000 

$250,000 

$150,000 

$62,000 

$60,000 

$20,000 

$328.000 

$1,250,000 

$338,000 
$260,000 
$250,000 
$150.000 

$998,000 


COMMENTS 


To  subscribe  for  poison 
center  services,  each 
hospital  must  pay  $2,500. 
Hospitals  that  do  not 
subscribe  for  services  pay 
a  $125  fee  per  case. 


$350,000 


$675,000 


$375,000 
$375.000 
$750,000 


$407,000 
$250,000 
$100.000 
$757,000 


To  subscribe  for  poison 
center  services,  each 
hospital  must  pay  $3,300. 
Hospitals  that  do  not 
subscribe  for  services  pay  a 
$150  fee  per  case.   The 
center  also  has  private 
contracts  with  companies 
such  as  Colgate-Palmolive 
and  Glidden  Paints. 


In  1993,  the  Legislature 
attached  a  surcharge  to  all 
intrastate  long-distance 
phone  calls  in  order  to  fund 
a  network  of  6  poison 
centers.  The  network  will 
be  in  operation  by 
September  of  1995. 


$350,000 


The  center  conducts  an 
annual  survey  to  determine 
the  percentage  of  callers 
who  receive  Medicaid.  The 
center  then  bills  Medicaid 
for  the  services  rendered. 
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REGIONAL  CENTER 

FUNDING 

COMMENTS 

West  Virginia 

State  Share                                                             $230,000 
School  of  Pharmacy                                           $140,000 
Member  Hospital  Contracts                                    $70,000 
Private  Contract                                                      $20,000 
TOTAL                                                          $460,000 

To  subscribe  for  poison 
center  services,  hospitals 
with  more  than  100  beds 
must  pay  $1 ,250  each  and 
hospitals  with  less  than  100 
beds  must  pay  $850  each. 
Hospitals  that  do  not 
subscribe  for  services  pay  a 
$75  fee  per  case. 

The  center  has  a  $20,000 
contract  with  OE  Plastics. 

1/  Reflects  FY  1993  expenditures. 

2/  The  Legislature  is  considering  attaching  a  $3  surcharge  to  birth  certificates  in  order  to  partially  fund  the  centers. 

Approximately  70%  of  the  calls  the  centers  receive  involve  children  below  the  age  of  5. 
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Testimony  Regarding  National  Policy  on 
Poison  Control  Centers 

Vernice  Davis  Anthony,  Director 
Michigan  Department  of  Public  Health 

March  14,  1994 


Thank  you  for  the  opportunity  to  provide  written  testimony  today  on  a  subject  that  is  of 
interest  to  us  in  Michigan  and  is  of  potential  importance  to  the  entire  country. 

Michigan  has  had  some  historical  experience  with  this  issue  which  we  would  like  to  share 
with  this  committee.  A  number  of  hospitals  in  Michigan  have  been  providing  poison  control 
activities  since  the  mid-  seventies.  The  Michigan  Department  of  Public  Health  does  not 
directly  managed  poison  control  centers.  Instead,  the  Michigan  Department  of  Public 
Health  appointed  a  State  Poison  Control  Advisory  Committee  in  1980  to  develop  a  state- 
wide poison  control  plan  that  would  provide  coordination  of  various  poison  control  activities 
of  hospitals  within  the  state.  Because  of  the  proprietary  interest  of  the  participants  in  the 
activity,  the  attempt  was  unsuccessful;  and  the  committee  was  disbanded  in  1985.  However, 
during  this  same  approximate  time  frame,  the  American  Association  of  Poison  Control 
Centers  began  developing  national  criteria  for  the  designation  of  regional  poison  control 
centers  and  their  programs.  These  criteria  have  constantly  been  refined  since  that  time. 

Through  state  appropriations  beginning  in  1984,  the  state  provided  financial  support  to  four 
hospital-based  poison  control  programs.  These  programs  included  Blodgett  Regional 
Control  Center  in  Grand  Rapids,  Children's  Hospital  of  Michigan  in  Detroit,  Marquette 
General  Hospital  in  Marquette,  and  the  Saginaw  Regional  Poison  Control  Center  in 
Saginaw.  State  supplemental  funding  for  programs  continued  between  1984  and  1991.  The 
total  portion  of  state  support  over  this  time  amounted  to  $2,432,476  out  of  a  total  program 
budget  believed  to  be  in  excess  of  $8  million. 

In  1989,  the  Michigan  Department  of  Public  Health  entered  into  contract  with  a  consulting 
agency  to  determine  the  merit  of  supporting  poison  control  programs  with  public  funds.  The 
study  emphasized  the  value  of  the  regional  control  programs,  and  identified  an  essential 
health  education  role  that  contributes  to  the  health  prevention  efforts  of  the  state.  The 
study  further  suggested  that  poison  control  centers  seek  certification  from  the  American 
Association  of  Poison  Control  Centers  as  a  condition  of  state  support. 

Poison  control  programs  have  the  potential  of  providing  a  very  essential  component  of  a 
Comprehensive  Emergency  Medical  System.  These  services  are  a  meaningful  adjunct  to 
prehospital  services.  Instantaneous  information  about  various  poisons  and  toxic  substances 
can  be  provided  to  emergency  room  providers  along  with  proposed  treatments.  The 
American  Association  of  Poison  Control  Centers  require  the  following  program  components 
be  provided  to  meet  certification  criteria: 
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1.  Comprehensive  poison  information  services  24  hours  a  day,  seven  days  a  week. 

2.  Guidelines  for  the  evaluation  and  management  of  toxic  exposures. 

3.  Guidelines  for  regional  treatment  capabilities  of  poison  and  toxic  exposures. 

4.  Provision  of  professional  educational  programs. 

5.  Provision  of  public  information. 

Both  Blodgett  Hospital  and  Children's  Hospital  have  received  this  designation  by  the 
American  Association  of  Poison  Control  Centers. 

Although  the  Poison  Control  program  has  always  been  considered  valuable,  beginning  in 
1991,  the  state  was  faced  with  a  severe  budget  shortfall  that  resulted  in  the  elimination  of 
state  financial  support  for  the  Poison  Control  Centers.  The  Michigan  Department  of  Public 
Health,  faced  with  a  budget  cut  totalling  nearly  10%  of  its  entire  general  fund,  chose  to 
eliminate  financial  support  for  many  worthwhile  programs  in  order  to  maintain  programs 
that  provide  direct  health  care  services.  In  our  judgement,  poison  control  programs  bad  a 
high  probability  of  continued  support  by  the  community  hospital  because  they  are  integral 
to  emergency  room  services  and  the  hospitals  operating  poison  control  centers  were 
providing  the  majority  of  financial  support  Historically  in  Michigan,  state  support  has  not 
exceeded  30%  of  the  costs  of  the  programs  during  any  of  the  years  where  there  was  a  state 
appropriation.  At  the  time  the  cuts  were  made,  we  believed  a  poison  control  telephone 
information  referral  service  could  be  maintained  on  behalf  of  the  entire  nine  million  people 
of  the  state. 

It  now  appears  that  hospitals  sponsoring  poison  control  activities  are  finding  it  more  difficult 
to  support  such  programs  with  the  reduction  in  their  ability  to  shift  charges  and  to  generate 
discretionary  monies.  In  the  past  year,  Blodgett  Memorial  Hospital  has  limited  its  service 
area  to  its  telephone  area  code.  Children's  Hospital  in  Detroit  provides  information  to  all 
individuals  who  contact  them  but  does  not  have  the  resources  to  operate  an  optimal 
program.  If  poison  control  centers  cease  to  exist,  valuable  information  on  a  timely  basis 
would  not  be  provided  to  emergency  room  personnel.  While  emergency  room  providers 
have  information  about  basic  poisons,  the  loss  of  poison  control  centers  would  mean  these 
personnel  might  not  have  up-to-date  information  regarding  products  that  come  on  the 
market  and  proliferate  throughout  the  state  and  nation 

However,  the  state  continues  to  manage  under  a  tight  budget  as  well  Although  poison 
control  is  a  vital  element  in  emergency  medicine,  it  is  necessary  for  decision  makers  to  look 
for  the  most  effective  and  efficient  methods  for  providing  such  service. 

One  suggestion  might  be  to  support  a  National  Poison  Control  Center  within  the  Centers 
for  Disease  Control  accessed  through  a  toll  free  number,  as  opposed  to  the  creation  of 
numerous  regional  poison  control  centers  on  a  state  by  state  basis.  The  advantage  of  a 
National  Resource  Poison  Control  Center  is  that  the  expertise  to  comprehensively  cover  the 
field  could  be  concentrated  in  one  center  that  could  be  used  by  everyone  in  the  country. 
Numerous  individual  regional  centers  would  unnecessarily  duplicate  effort  and  could  not 
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efficiently  support  the  scope  of  expertise  available  from  a  national  center. 

Since  the  hospital  community  and  state  governments  are  finding  it  increasingly  difficult  to 
support  regional  centers,  a  National  Center  seems  very  attractive.  Should  we  move  in  this 
direction  now,  however,  it  is  essential  that  enough  communication  lines  to  the  National 
Center  are  available  for  instant  access.  Also,  linkages  must  be  in  place  to  assure  feedback 
to  health  departments  and  the  emergency  medical  network  to  assure  timely  intervention  and 
the  development  of  targeted  prevention  programs.  Further  linkages  should  be  established 
with  school  health  education  curriculums  and  with  medical  training  institutions  to  assure 
continued  availability  of  current  information  for  school  curriculums  and  the  development 
of  medical  competence  in  the  field.  If  such  a  system  can  be  developed,  it  would  be  a 
national  resource  of  great  value  to  us  in  Michigan  and  the  rest  of  the  country. 
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SHARON  PRATT  KELLY 

MAYOR 


THE  DISTRICT  OF  COLUMBIA 
WASHINGTON,  DC.     20001 

March  30,  1 994 


Honorable  Edolphus  Towns 

Chairman,  Subcommittee  on  Human  Resources  and 

Intergovernmental  Relations 
House  Government  Operations  Committee 
2157  Rayburn  House  Office  Building 
Washington,  D.C.    20515 

Dear  Mr.  Chairman: 

I  want  to  thank  you  for  your  invitation  for  me  to  appear  as  a  witness  before 
your  subcommittee  during  its  recent  hearings  on  poison  control  centers.    I  regret 
that  I  was  not  able  to  attend  because  of  my  focus  on  addressing  the  District  of 
Columbia's  budget  crisis,  however,  I  welcome  the  opportunity  to  submit  for  the 
record  the  District's  answers  to  the  questions  you  forwarded  to  me.   My  Office  of 
Intergovernmental  Relations  monitored  your  hearing,  and  I  am  aware  that  the  panel 
of  witnesses  shared  a  universal  concern:  the  need  to  establish  a  dependable 
method  of  funding  for  an  operation  that  will  provide  a  long-term  money  saving  and 
life  saving  public  service. 

As  you  know,  the  District  of  Columbia  has  been  fortunate  to  have  a  regional 
poison  control  center,  the  National  Capital  Poison  Center,  that  has  been  located  at 
and  funded  by  Georgetown  University.    !t  was  initially  and  very  briefly  located  st 
the  Childrens'  Hosptial  Center,  also  in  the  District,  when  it  was  funded  entirely 
with  federal  monies.    Until  this  year,  funding  for  the  local  center  was  not  in 
jeopardy. 

Since  calls  to  the  National  Capital  Poison  Control  Center  are  mostly  from  the 
Maryland  and  Virginia  suburbs,  those  two  states  have  been  approached  to  assist 
with  funding.   As  of  earlier  this  month,  the  Virginia  legislature  planned  to  set  aside 
funds  to  support  the  center.    I  hope  that  the  combination  of  public  or  private  funds 
from  the  District,  Virginia,  Maryland,  and  Georgetown  University  will  enable  the 
center  to  continue  operating.  As  witnesses  made  clear  at  your  hearing,  poison 
control  centers  save  money  in  the  long  run  by  diverting  emergency  cases  from 
local  public  and  private  hospitals  and  other  health  care  facilities. 
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I   am  in  agreement  with  a  number  of  the  witnesses  who  appeared  before 
your  committee  and  recommended  a  federal  role  in  supporting  regional  poison 
control  centers.    It  is  my  hope  that  the  Congress,  under  your  leadership,  might  at 
least  become  minimally  involved  financially  by  assisting  with  planning  grants, 
technological  information  exchanges,  or  other  indirect  support  for  these  critical 
poison  control  centers. 

I  have  enclosed  responses  to  your  letter's  questions  that  were  prepared  by 
the  office  of  the  Public  Health  Commissioner.    Again,  I  want  to  thank  you  for  your 
invitation  to  appear  before  your  subcommittee  and  regret  that  I  was  unable  to 
attend. 

Sincerely, 
S     ^  Sharon  Pratt  Kelly 
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Question  1 

What  has  bean  the  funding  history  of  the  poison  control 
centers  in  the  District  of  Columbia?  TO  what  extent,  if  any, 
does  the  District  of  Columbia  fund  the  National  Capital  Poison 
Control  Center  to  provide  poison  control  services  for  itB 
residents?   If  the  District  of  Columbia  does  cot  provide  any 


funding  please  explain  why? 


Answer 


The  only  poison  control  center  currently  operating  in  the 
District  of  Columbia  is  the  National  Capital  Poison 
Control  Center.  During  its  entire  hia-cry,  this  cen-er 
has  been  totally  funded  by  Georgetown  University.  The 
District  of  Columbia  has  never  provided  any  funding  for 
this  Center  and  until  its  present  budgetary  crisis,  the 
Center  never  requested  D.C.  Government  funding  support. 
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Question  2 


What  is  ths  value  of  poison  control  centers?   Specifically, 
what  are  the  costs  and  benefits  of  poison  eontrol  centers? 


Answer 


Poison  Control  Centers  provide  rapid,  efficient  and 
effective  responses  by  telephone  to  questions  about 
tr.etheds  of  treating  suspected  poisoning.  The  services  of 
their  centers  saves  many  lives  ar.d  prevents  many 
unnecessary  visits  to  emergency  deparz-er.ts,  saving,  in 
the  procees,  many  millions  of  dollars  each  year. 
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Question  3 


What  impact,  if  any,  will  reduction  in  poison  control  center 
services  have  on  the  heslth  of  residents  in  the  District  of 
Columbia,  especially  children's  health? 


Answer 


If  the  residents  of  the  District  of  Columbia  lose  access 
to  a  Poison  Control  Center,  a  number  of  unfavorable 
consequences  will  result.  Some  pciscr.ing  victims  will 
die  from  the  unavailability  of  prc~?r  advice  about 
antidotes  and  there  will  be  a  great  increase  ir. 
unnecessary  emergency  department  visits,  by  patients  who 
mistakenly  believe  they  have  been  poiscr.ed. 


240 


Juestion  4 


<fhat  option*  exist  to  guarantee  access  to  quality  poison 
sontrol  services  for  residents  of  the  District  of  Columbia? 


Ar.swer 


Fundinc  support  for  regional  poisor.  centers  in  ether 
areas  is  a  'combination  of  small  private  contributors, 
large  institutional  contributors,  outright  subsidies  by 
states  or  counties,  or  local  dedicated  taxes  or.  ser%'ices 
such  as  telephone  calls. 


241 


Poison  Control  Centers:  Is  There  an  Antidote  for  Budget  Cuts? 

Testimony  Before  Human  Resources  and  Intergovernmental  Subcommittee 

House  Committee  on  Government  Operations 

Submitted  by 

Nelson  M.  Ford 

Chief  Operating  Officer 

Georgetown  University  Medical  Center 

March  14,  1994 

Georgetown  University  Hospital  has  been  the  home  and  principal  financial 
supporter  for  the  National  Capital  Poison  Center  (NCPC)  since  1980.   Funding 
approximately  80%  of  the  Center's  budget  annually,  Georgetown  has  incurred  about  $10 
million  in  operating  expenses  for  this  multi-jurisdictional  public  health  and  safety  service 
over  the  past  14  years  and  has  provided  these  services  at  no  charge  to  the  public,  local 
governments  and  other  healthcare  providers. 

Last  year,  Georgetown  University  Hospital  lost  money  for  the  first  time  in  its 
recent  history.   While  not  an  unusual  event  for  hospitals  in  this  changing  health  care 
environment  of  decreasing  reimbursements  and  declining  in-patient  days,  this  was  a  clear 
signal  that  one  Hospital  had  to  cut  expenses  and  work  harder  to  protect  resources  vital 
to  its  core  mission  of  direct  patient  care.   In  the  spring  of  1993,  the  Hospital  announced 
major  programmatic  cuts  and  staff  layoffs  to  offset  a  $12  million  budget  deficit  predicted 
for  fiscal  year  1994  (July  1,  1993  -  June  30,  1994).   Rather  than  cut  funding  to  the  Poison 
Center  abruptly,  the  Hospital  announced  in  June  that  it  would  fund  one-half  the  Center's 
budget  for  FY94  while  working  to  find  sources  of  stable,  long-term  funding  to  secure  the 
Center's  future  as  a  community  resource.   Our  hope  was  to  find  short-term  private 
sponsorship  for  the  second  half  of  the  fiscal  year  while  continuing  to  work  with  private 
interests  and  legislative  bodies  in  the  three  jurisdictions  served  by  the  NCPC  to 
guarantee  the  Center's  future  as  a  publically  supported  program  where  it  would  enjoy  the 
same  financial  security  as  fire  and  rescue,  police,  and  other  public  safety  programs. 

While  the  short-term  sponsorship  was  realized  on  the  day  the  Poison  Center  was 
to  close  (February  28,  1994)  through  the  efforts  of  the  Agnes  and  Eugene  E.  Meyer 
Foundation,  Fannie  Mae,  Freddie  Mac,  the  Prince  Charitable  Trusts,  Kaiser  Permanente, 
and  the  Commonwealth  of  Virginia,  only  the  Commonwealth  of  Virginia  has  committed 
funds  to  the  Poison  Control  Center  beyond  June.   After  June  30,  1994,  Georgetown  is 
prepared  to  be  a  contributor  to  the  National  Capital  Poison  Center,  but  no  longer  its 
sponsor.   Despite  our  wish  that  this  program  (which  we  have  developed  into  one  of  the 
finest  poison  control  programs  in  the  country)  continue  to  serve  the  3.4  million  people  of 
the  District  of  Columbia,  Northern  Virginia,  and  Montgomery  and  Prince  Georges 
counties  in  Maryland,  we  must  hope  that  a  broad-based  coalition  in  our  area  comes 
together  to  find  a  solution  to  the  Center's  funding  crisis. 
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It  is  veiy  much  worth  saving,  and  is  in  the  public  interest  to  do  so.    Poison  control 
centers  protect  the  public  in  a  variety  of  ways  by  providing: 

*  A  direct  source  of  expert  toxicology  information  in  poisoning  emergencies 
that  can  result  in  decreased  health  care  costs, 

*  education  in  toxicology  for  health  care  professionals  that  can  improve 
patient  outcomes, 

*  nationwide  hazard  surveillance  programs  leading  to  safer  consumer 
products,  and 

*  public  education  programs  that  help  prevent  future  poisonings  in  the  home, 
at  work  or  in  other  settings. 

The  figure  most  often  quoted:  "every  dollar  spent  on  poison  control  saves  four-to- 
nine,"  is  believable  when  you  consider  that  the  charge  for  a  visit  to  a  typical  hospital 
emergency  department  begins  at  $185  for  minimal  care  and  can  cost  more  than  $400  for 
more  extensive,  often  unnecessary,  evaluation  in  the  case  of  a  poisoning,  and  that 
ambulance  transport  costs  locally  between  $600  and  $800.  Taking  these  figure  into 
consideration  along  with  the  volume  of  calls  poison  centers  handle  (the  NCPC  last  year 
managed  34,545  such  calls)  it  is  clear  that  poison  control  centers  save  dollars  as  well  as 
lives. 

If  such  services  are  curtailed,  the  impact  on  the  public  will  be  immediate  and 
potentially  serious.   Picture  34,545  frantic  parents.   Without  easy  access  to  the  assistance 
of  toxicology  experts,  many  of  those  parents  will  call  for  ambulance  transport  to  an 
emergency  room,  others  will  wait  on  "hold"  for  long  minutes  while  an  under-staffed 
hotline  handles  other  calls,  and  some  parents  might  decide  to  "wait  and  see"  until  it  was 
too  late.   If  these  centers  cease  to  exist,  or  access  to  their  services  are  reduced,  some  of 
the  public  may  be  at  risk  in  the  same  way  they  would  be  if  a  local  fire  station  were 
closed. 

States  such  as  Texas  have  seen  the  value  in  securing  funding  for  such  services  and 
have  developed  simple  solutions  such  as  telephone  taxes  to  support  poison  control 
centers  throughout  the  state.  This  option  is  much  the  same  as  the  "911"  tax  in  this  area. 
A  few  pennies  per  month  on  each  phone  bill  can  guarantee  quick  access  to  an  expert  in 
an  emergency. 

But  all  citizens  should  be  able  to  count  on  poison  control  centers.   Whether  that 
is  accomplished  through  federal  funding  for  a  national  center  or  through  state  action  is 
unclear.  That  there  should  be  a  secure  funding  source  to  guarantee  these  services, 
however,  is  without  question.   Such  a  vital  public  service  should  not  be  the  responsibility 
of  a  private  institution  struggling  to  maintain  its  own  mission  -  in  our  case,  to  care  for 
the  sick,  educate  physicians  and  nurses,  and  conduct  research  to  develop  the  treatments 
of  the  future. 
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We  are  proud  to  have  sponsored  and  developed  the  National  Capital  Poison 
Center,  an  outstanding  public  service  that  is  looked  to  as  a  model  nationwide.   We  look 
to  you  now  to  help  us  transfer  it  to  a  secure  place  in  our  community,  and  secure  others 
like  it  in  communities  throughout  the  nation. 


244 


TESTIMONY  OF 

DARLA  JEAN  WILLIAMSON,  CHAIRMAN 

POISON  PREVENTION  WEEK  COUNCIL 

BEFORE  THE 

U.  S.  HOUSE  OF  REPRESENTATIVES 

SUBCOMMITTEE  ON  HUMAN  RESOURCES  AND  INTERGOVERNMENTAL  AFFAIRS 

MARCH  15,  1994 


Good  morning.    My  name  is  Darla  Williamson.    I  am  the  current  Chairman  of  the 
Poison  Prevention  Week  Council.    On  behalf  of  the  Council  I  would  like  to  thank  you 
for  the  opportunity  to  speak  today. 

The  Poison  Prevention  Week  Council  was  created  thirty-three  years  ago  as  a  result  of  a 
U.  S.  Congress  Joint  Resolution  authorizing  and  requesting  the  President  to  issue 
annually  a  proclamation  designating  the  third  week  of  March  as  National  Poison 
Prevention  Week.    The  purpose  of  this  program  was: 

'To  aid  in  encouraging  the  American  People  to  learn  of  the  dangers  of 
accidental  poisoning  and  to  take  such  preventive  measures  as  are 
warranted  by  the  seriousness  of  the  danger." 

The  Council  is  an  independent,  non-profit,  coalition  of  38  national  organizations 
representing  the  government,  health  professionals,  consumers,  and  industry.    Members 
include  the  Consumer  Product  Safety  Commission,  Environmental  Protection  Agency, 
American  College  of  Emergency  Physicians,  American  Nurses  Association,  American 
Aassocation  of  Retired  Persons,  and  the  trade  associations  that  represent  the  Chemical 
Specialties  Manufacturers,  Nonprescription  Drug  Manufacturers,  Pharmaceutical 
Manufacturers,  and  the  Closure  Manufacturers,  to  name  but  a  few. 

Education  is  the  Poison  Prevention  Week  Council's  mandate.    The  Council  provides  a 
focal  point  for  its  members'  activities,  coordinating  plans,  and  avoiding  duplication  of 
efforts.   The  Council  also  serves  as  an  "idea  mill"  for  community  groups  looking  for 
programming  possibilities. 

The  activities  of  the  Council  are  funded  by  the  generous,  voluntary  contributions  of  its 
members  and  the  sale  of  the  National  Poison  Prevention  Week  posters.   The  Council 
has  no  paid  staff. 

The  history  of  the  Poison  Prevention  Week  Council  and  the  annual  observance  of 
National  Poison  Prevention  Week  are  parallel  to  the  history  of  Poison  Control  Centers 
in  the  United  States.    The  first  poison  centers  were  created  in  the  1950s,  and  over  the 
past  three  decades  the  poison  centers  have  helped  carry  the  poison  prevention  message 
to  communities  throughout  our  nation  on  a  dairy  basis. 
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As  "health  care"  has  been  at  the  top  of  the  new  administration's  agenda  this  past  year; 
Poison  Control  Centers  have  been  at  the  top  of  the  Council's  agenda,  because  they  are 
closing  their  doors  for  lack  of  funds.   This  is  important  to  the  Council  for  the  most 
basic  reasons... 

Poison  Centers  save  lives.    In  1961,  there  were  450  deaths  to  children  under  five  who 
swallowed  medicine  or  household  chemicals.    In  1990,  there  were  49  deaths.   This 
remarkable  decline  can  be  attributed  to  education,  child-resistant  packaging  and  to  the 
life-saving  work  of  the  regional  poison  centers. 

Poison  Centers  save  health  care  costs.  Dr.  Toby  Litovitz,  Director  of  the  National 
Capital  Poison  Center,  has  data  showing  that  approximately  $4  to  $9  in  emergency 
room  costs  and  other  health  care  costs  are  saved  for  every  $1  spent  by  the  Poison 
Center. 

The  Poison  Prevention  Week  Council  has  no  financial  stake  in  this  issue...it's  the 
principle.   The  current  focus  on  who  should  fund  the  Poison  Centers  has  obscured  the 
Poison  Centers'  mission  ...  saving  children's  lives! 

The  Council,  and  this  Subcommittee,  are  aware  of  the  different  methods  that  have 
been  examined  in  various  areas  of  the  country  to  address  the  problem  of  funding 
Poison  Centers:    phone  surcharges,  product  taxes,  etc.    Recommendations  have  been 
made  to  cut  costs  and  eliminate  functions  to  improve  financial  conditions.   And  some 
have  offered  that  if  one  center  closes,  funds  could  be  transferred  to  another  center  to 
extend  its  services  -  until  that  Poison  Center  begins  facing  a  "funding  crisis." 

The  Poison  Prevention  Week  Council  believes  that  the  children  should  come  first 

This  Subcommittee,  as  representatives  of  the  U.  S.  Congress,  should  take  the  lead  in 
carrying  out  the  purpose  of  this  national  program  ...  to  save  children's  lives!    We  would 
encourage  working  directly  with  state  and  local  representatives,  philanthrophic 
organizations,  and  the  Poison  Centers,  to  find  a  solution  to  this  national  problem  ...  for 
the  sake  of  the  children! 

Every  year  there  are  new  parents  who  need  to  hear  the  message: 

KEEP  MEDICINES  AND  HOUSEHOLD  CHEMICALS  OUT  OF  THE  REACH  OF 
CHILDREN! 
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But  all  too  frequently,  in  the  hustle  and  bustle  of  everyday  life,  this  message  is 
forgotten. 

When  it  is,  we  all  want  to  be  sure  that  the  telephone  number  of  the  nearest  Poison 
Center  is  still  a  working  number. 

Thank  you. 
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March  14,  1994 

Representative  Edolphus  Towns  of  New  York, 

Chairman  of  the  House  Government  Operations 

Subcommittee  on  Human  Resources  and  Intergovernmental  Relations 

US  House  of  Representatives 

Washington,  DC  20000 

Re:      Hearings  on  Poison  Control  Centers 

Dear  Mr  Towns, 

I  am  writing  the  below  for  inclusion  in  the  record  of  the  hearings  and  for 
consideration  by  the  committee'  members  and  staff. 

My  name  is  Steven  H.  Lamm,  MD.  I  am  an  epidemiologist  and 
pediatrician  specializing  in  the  assessment  of  human  risk  from  exposure  to 
chemicals,  including  pharmaceuticals.  I  am  president  of  Consultants  in 
Epidemiology  and  Occupational  Health,  Inc.  in  Washington,  DC.  and  am  on  the 
faculties  of  Georgetown  University  (Pediatrics),  Johns  Hopkins  School  of 
Hygiene  and  Public  Health  (Health  Management  and  Policy),  and  the 
Uniformed  Services  University  for  the  Health  Sciences  (Preventive  Medicine 
and  Biometrics).  I  wish  to  make  a  few  specific  points: 

(1)  Poison  Control  Centers  provide  an  important  life  saving  service  to  the 
people  of  the  United  States,  both  in  the  direct  services  they  supply  and  in  the 
preventive  medicine  research  that  derives  from  their  data  base. 

The  National  Capital  Poison  Control  Center  is  said  to  be  handling  35,000 
calls  per  year  Others  can  tell  you  the  cost  savings  of  those  people  not  showing 
up  at  the  emergency  rooms  and  the  life  savings  from  immediate  treatment  and 
home  and  medical  referral  for  those  who  need  it.  The  data  base  that  the 
national  centers  develop  provide  for  the  identification  of  real  previously 
unknown  risks  Often  what  we  feel  is  safe  is  not  (and  vice  versa).  For  instance, 
the  iron  tablets  and  pre-natal  tablets  with  iron  that  pregnant  women  take  turn  out 
to  be  the  most  frequent  cause  of  pediatric  ingestion  fatalities  in  the  United 
States.  We  published  last  month  a  paper  demonstrating  that  this  risk  has  been 
increasing  remarkably  over  the  last  few  years.  Based  on  this  and  other  cases, 
FDA  has  taken  action  to  minimize  this  risk.  These  are  additional  real  benefits  to 
the  US  health  and  to  its  children.  I  enclose  a  copy  of  that  paper  as  an  example. 
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(2)  The  Organization  of  Teratology  Information  Services  (OTIS)  provides  for 
pregnant  women  the  analogous  services  that  the  Poison  Control  Centers 
provide  for  children  and  others  and  should  receive  similar  attention. 

As  the  committee  gives  considerations  to  poison  control  centers  which 
are  designed  to  protect  particularly  children  from  the  consequences  of  their 
ingestion  or  inhalation  of  toxic  substances,  I  wish  to  call  to  your  attention  that  a 
similar  group  of  centers  called  Teratology  Information  Services  (TIS)  provides 
analogous  services  to  pregnant  women  who  have  ingested  or  inhaled  toxic 
substances.  The  use  of  these  services  not  only  alleviates  anxieties  and 
concerns  but  leads  to  a  reduction  both  in  consequent  birth  defects  and  in 
consequent  medical  abortions.  These  services  should  get  your  parallel 
attention.  I  enclose  documents  about  this  organization  and  its  centers. 

(3)  Funding  for  such  centers  may  only  need  to  be  temporary  as  health  reform 
legislation  should  allow  for  a  contractual  or  fee-for-service  arrangement  through 
each  person's  HMO  or  other  health  care  resource. 

With  respect  to  funding,  certain  changes  have  been  occurring  in  the 
popular  and  political  perception  as  to  where  funds  can  come  from.  Our  health 
system  is  preparing  to  undergo  a  major  change  in  the  next  few  years.  Our 
technology  for  information  systems  and  their  access  is  rapidly  improving.  I 
expect  that  in  a  few  years  Poison  Control  Centers  (and  Teratology  Information 
Services)  can  be  support  on,  for  instance,  a  fee-for-service  basis  under  contract 
to  HMOs  and  other  sources  for  universal  health  coverage.  Interactive  telephone 
services  may  soon  tap  into  the  appropriate  database,  but  they  cannot  provide 
the  individualized  service  that  makes  these  systems  successful.  Furthermore, 
that  time  is  not  now. 

It  is  important  for  the  federal  government  to  see  that  the  systems  are  in 
place  and  maintained  to  have  these  services  available  to  all.  Local  resources 
should  contribute  to  the  mix  of  funds.  I  am  currently  attempting  to  work  with  the 
various  PTA  (Parents  and  Teachers  Associations)  in  the  DC-Maryland- Virginia 
area  to  get  local  financial  support  to  keep  our  center.  Similar  programs  can  be 
instituted  elsewhere.  Other  local  sources  being  discussed  include  the 
community  chest  organizations  and  a  surcharge  on  the  local  telephone  bills. 


I  would  be  happy  to  discuss  these  or  similar  matters  with  you  or  your  staff 
at  their  convenience.  Please  contact  me. 


Respectfully, 


Steven  H.  Lamm,  MD,  DTPH 
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Matltlahu    Berk.ovlt.ch   HO,    Ooreon   Hatsul    MO, 

Steven    H    Lamm   MO,    Franz   Rosa   MD   and    Gideon   Karen   MO 

Division   of   Clinical    Pharmacology    and    Toxicology, 

The    Hospital     for    Sick   Children,    Toronto,    Canada 

Consultants    In   Epidemiology    and   Occupational    Health    Inc,    Washington,    OC 

and 
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ABSTRACT.  Iron  preparations  are  the  most  frequent  cause  of  pediatric  ingestion  fatalities.  The  purpose  of 
this  study  was  to  quantify  the  impression  of  an  increase  in  iron  deaths  in  young  children  and  to  postulate  on 
the  reasons.  Using  the  data  provided  by  the  American  Association  of  Poison  Control  Centers,  overall  annual 
mortality  rate  from  iron  preparations  and  among  children  <6  y  was  calculated  and  changes  in  incidence  were  re- 
corded.  Between  1983  and  1991,  there  was  a  2  to  3-fold  Increase  in  the  numbers  of  reported  ingestions  of  iron 
preparations  by  toddlers.  In  the  general  population  the  annual  mortality  rate/100  exposures  to  iron  prepara- 
tions increased  from  0.05  during  1983-1990  to  0.116  in  1991  (p<0.01).  A  similar  trend  was  noted  in  children 
<6  y  with  a  rate  of  0.00l|  in  1983-1990  compared  with  0.12  in  1991  (p<0.0l).  Hence,  the  increase  in  mortality 
was  beyond  what  would  be  predicted  from  the  increased  number  of  ingestions  noted.  It.  is  likely  that  increased 
awareness  of  pregnancy-induced  anemia  results  in  abundant  use  of  iron  pills.  These  pills  have  the  appearance 
of  candies,  which  should  be  changed  immediately  by  legislation.  During  this  period,  the  volume  of  iron  prepar- 
ations prescribed  increased  only  marginally  (l6t),  suggesting  that  over-the-counter  use  of  iron  pills  increased 
substantially.  In  addition  to  warning  labels  and  child-resistant  packaging,  an  aggressive  educational  plan 
directed  at   the  general    population  and   physicians   should  be    instituted    immediately. 


From  1983  through  1990,  53  children  younger 
than  the  age  of  6  y  died  as  a  result  of  acci- 
dental ingestion  of  pharmaceutical  products. 
Iron  products  caused  the  death  of  16  (30.2%) 
of  these  children;  therefore,  they  are  the 
most  frequent  cause  of  pediatric  unintention- 
al ingestion  fatalities  (1).  The  number  of 
centers  reporting  to  the  American  Association 
of  Poison  Control  Centers  (AAPCC)  tripled 
from  16  in  1983  (2)  to  47  in  1984  (3)  and 
then  steadily  rose  to  73  by  1991  (4).  During 
1991,  5,144  ingestions  of  iron  supplements 
and  18,457  ingestions  of  iron  in  the  form 
of  multivitamin  or  combination  preparations 
were  reported  to  poison  control  centers  in 
the  OS.  Children  aged  less  than  6  y  accounted 
for  3,578  (69.6%)  and  16,021  (87%)  of  the 
ingestions  of  iron  supplements  or  of  iron 
in  the  form  of  multivitamin  or  combination 
preparations,  respectively  (4).  More  than 
120  different  iron  preparations  are  available 
over-the-counter  and  by  physician  prescrip- 
tion (5).  The  purpose  of  the  present  study 
was  to  analyze  the  trends  of  iron  ingestions 
during  the  last  decade  in  an  attempt  to  quan- 
tify   the    subjective    impression    of    unpropor- 
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tional  increase  in  fatality  rate  from  iron 
ingestion.  Any  attempt  to  prevent  morbidity 
and  mortality  of  young  children  caused  by 
iron  must  first  identify  the  epidemiology 
and  causes  of    such   an   epidemic. 

KETHODS 

Using  the  data  provided  by  the  AAPCC  from 
1983  through  1991  (2-4,6-11),  and  by  the  Mor- 
bidity and  Mortality  Weekly  Report  (MMWR) 
(12),  exposures  to  iron  preparations  and  to 
vitamins  containing  iron  were  calculated, 
and  annual  mortality  rate/100  exposures  to 
these  preparations  in  the  general  population 
and  among  children  under  6  y  was  computed. 
In  an  attempt  to  explain  changes  in  toxic 
iron  exposures  and  deaths,  we  reviewed  the 
National  Disease  and  Therapeutics  Index, 
Drugs  (13),  and  recorded  the  sales  of  iron 
preparations  following  physician  prescrip- 
tions. 

RESULTS 

Exposures  to  iron  preparations,  excluding 
prenatal  vitamins/center,  from  1983  through 
1991  in  the  general  population  and  among 
children  less  than  6  y  are  presented  in  Fig 
1.  Exposures/ center  to  iron  preparations 
and  to  prenatal  vitamins  containing  iron  in 
the  general  population  and  among  children 
<6  y  are  documented  in  Fig  2.  Between  1983 
and  1991  there  was  a  significant  trend  of 
increase  in  numbers  of  iron  ingestions  re- 
ported to  the  AAPCC. 
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Figure  I.   Number  of  ingestions  of  iron  preparations 
reported/center. 

Id  1983  the  annual  mortality  rate/100  expo- 
sures to  iron-containing  products  was  0.18 
and  0.13  in  the  general  population  and  among 
children  less  than  6  y,  respectively.  From 
1984  through  1990  mortality  rate  was  between 
0.02-0.07,  and  0.02-0.06  in  the  general  popu- 
lation and  among  children  <6  y,  respectively 
(Fig  3).  In  Fig  4,  annual  mortality  rate/100 
exposures  to  iron  preparations  only,  prenatal 
vitamins  not  included,  is  shown.  While  the 
iron-induced  mortality  rate  was  stable 
between  1984  and  1989,  it  increased  signifi- 
cantly in  1990-1991  (p<0.01).  Based  on  the 
National  Disease  and  Therapeutics  Index, 
Drugs  (13),  selling^of  iron  preparations  with 
physician  prescriptions  were  only  marginally 
increased  between  1984  and  1992  by  16%  (Table 
1). 

DISCUSSION 

The  data  collected  by  the  AAPCC  is  trouble- 
some on  2  different  levels.  Firstly,  there 
has  been  a  steady  increase  in  total  number 
of  iron  ingestions,  mainly  by  young  children. 
This  dramatic  increase  cannot  be  explained 
by  the  marginal  increase  in  prescription  of 
iron  products  (13).   Conversely,   there  is 


Figure  3.  Deaths/100  exposures  to  Iron-containing 
pharmaceutical  products. 

evidence  that  public  awareness  of  pregnancy- 
induced  anemia  may  have  resulted  in  increased 
use  of  non-prescribed  iron-containing  pills. 
In  the  state  of  California,  for  example, 
there  was  a  switch  of  medical  coverage  to 
include  a  30-day  supply  of  prenatal  vitamins 
containing  iron,  but  one  does  not  have  infor- 
mation on  over-the-counter  sales  of  iron 
products — which  is  an  important  issue.  Lack 
of  increase  in  the  prescription  of  iron,  cou- 
pled by  a  2  to  3-fold  increase  in  iron  inges- 
tions, is  most  likely  caused  by  an  increase 
in  over-the-counter  use   of  these   agents. 

Secondly,  the  mortality  rate  from  ingested 
iron  has  increased  beyond  what  would  be  pre- 
dicted from  the  increased  number  of  inges- 
tions. Hence  mortality  rate  corrected  for 
number  of  ingestions  dramatically  increased 
between  1984  and  1991.  In  1992  over  7  mo 
5  toddlers  died  in  Los  Angeles  due  to  acci- 
dental ingestion  of  ixon-containing  products, 
further  confirming  this   tendency   (12,14). 

This  unproportional  increase  in  iron-relat- 
ed mortality  may  be  theoretically  explained 
by  several  mechanisms,  each  of  which  should 
be  examined  carefully  in  the  future.  Tbe 
recent  public  health  targets  of  iron  defi- 
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Figure     2.       Number    of     ingestions    of     iron-containing 
pharmaceutical    products    reported/center. 
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'  *UJcs  of  Iron  Preparations  with  Physicinu  Prcscnpooos 


Preparation 


1984 


1992 


Prenatal  vitamins 
Iron  alone 

Iron  comb  inanon 


16.0  r. 
4.8  million 
2.7  million 


17.61 

6.7  r 
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ciency  anemia  are  the  low  socioeconomic,  poor 
income  classes  (15).  If  strategies  to  achieve 
iron   supplementation   in   this   group   are 
successful,  then  many  more  toddlers  of  low 
socioeconomic  status   are  currently  exposed 
to  the  risk  of  iron  ingestion.   There  is  am- 
ple evidence  that  the  likelihood  of  acute 
toxic  ingestions  by  toddlers  is  related  to 
socioeconomic    status,    with    large   poor 
families  experiencing  significantly  more  in- 
gestions (16).   Moreover,  following  an  inges- 
tion it  is  less  likely  for  toddlers  of  low 
socioeconomic  status  to  receive  appropriate 
■  Immediate  medical  care,  thus  further  increas- 
ing their  risk  of  serious  morbidity  and  mor- 
tality.  If  this  hypothesis  is  correct,  then 
iron  supplementation,  which  alms  to  improve 
a  major  source  of  morbidity  in  pregnant  women, 
has  resulted  In  Increasing  mortality  in  tod- 
rtlers.   While  poison  information  centers  fo- 
,   ;  on  informing  and  counseling  larger  num- 
. .rs  of  patients  every  year,  it  does  not  ap- 
pear that  they  have  had  a  selective  impact 
on  mortality  from  iron  ingestion.  This  obser- 
vation may  suggest  that,  rather  than  spread- 
ing efforts  on  toxic  exposures  with  low  im- 
pact, one  may  wish  to  concentrate  on  innova- 
tive methods  to  improve  severe  morbidity  and 
mortality  (1). 

Iron  tablets  and  the  prenatal  vitamins  have 
bright  red  or  green  colors  and  sugar  coating, 
making  them  very  similar  to  sweets  and  there- 
fore very  attractive  to  children.  Measures 
to  prevent  toxic  ingestions,  such  as  warning 
labels  and  child-resistant  packages,  existed 
in  4  out  of  5  cases  from  Los  Angeles 
described  in  the  MMVR  (12,14).  However,  these 


measures  may  not  be  adequate,  because  iron 
preparations  are  sold  over-the-counter,  and 
because  public  perception  of  the  potential 
danger  of  iron  supplements  and  prenatal  vita- 
mins may  be  low.  An  aggressive  educational 
plan  directed  at  the  general  population 
should  be  instituted,  so  that  iron  products 
would  not  be  easily  accessible  to  children. 
Iron  preparations  should  only  be  available 
by  physician  prescription  and  not  over-the- 
counter.  These,  together  with  the  other 
measures  already  in  place,  may  decrease  iron- 
related  toxicity. 
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PESTICIDES  AND  FOOD  SAFETY 

On  the  average,  only  one  In  20,000  chemicals  tested 
In  Che  cheater's  laboratory  end  up  being  registered 
for  uee  on  agricultural  crops. 

To  ensure  that  a  product,  when  used  properly,  will 
not  present  any  health  or  environmental  concerns,  it 
is  subjected  to  sure  than  120  sepsrate  tests. 

Pesticide  development,  testing  and  EPA  registration 
Cakes  an  average  of  elghc  to  10  years  and  cost  manu- 
'-cturere  $33-50  ■llllon  dollars  for  each  product. 

he  legally  allowed  pesticide  residue  that  way  re- 
—  Id  on  agricultural  i  nmmiiillr  In  Includes  vide  safety 
margins.   For  example,  a  ISO  pound  adult  would  have  to 
eat  3,000  heads  of  lettuce  each  day  for  the  rest  of 
his/her  life  to  ingest  the  amount  of  pesticide  found 
to  cause  health  problem*  in  sensitive  laboratory  mice. 


EJtDRlR  ACTION  LEVELS  REVOKED 

The  Food  and  Drug  Adwlnlstrstlon  (FDA)  revoked  the 
action  levels  (Compliance  Policy  Guide,  7141.01)  for 
endrln  tolerances  on  food  and  animal  feed  ss  of  7/28/ 
93.   This  follows  the  revocation  by  the  US  EPA  of  the 
tolerances  for  endrln  on  6/9/93.   Cancellation  of 
some  products  occurred  in  1979  with  the  final  deter- 
mination of  the  Special  Revlev  (formerly  called  RPAR) 
of  endrln.  The  remaining  products  were  cancelled  by 
1986  except  for  one  used  as  a  toxicant  on  bird  perch- 
es which  was  cancelled  in  1991.   FDA  has  concluded 
that  endrln  is  no  longer  present  in  the  envlruimunt 
to  the  extent  that  It  may  be  contaminating  food  or 
feed  at  levels  of  regulatory  concern. 

IIAP1AP.  IK,  Vol  3, 
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Who  Are  You  Cninff  T0  r^l\l] 
A  Report  on  Poison  Control  Center  Closings  and  Reduced  Sqrvictt 

The  lack  of  funding  and  threat  of  closure  of  many  poison  control  centers  today  is 
a  serious  problem  that  calls  for  a  prompt  investigation  and  response  from  policy  makers. 
Not  only  do  poison  control  centers  save  lives  and  prevent  injuries  and  medical  trauma, 
they  also  provide  for  cost-effective  and  efficient  provision  of  medical  care.   Action  is 
needed  immediately  to  remedy  this  situation. 

The  Status  of  Poison  Control  Centers:  CFA  Survey  of  Poison  Centers 

In  a  survey  conducted  by  Consumer  Federation  of  America  (CFA),  representatives 
of  all  thirty-eight'  certified  regional  poison  control  centers2  were  interviewed  by 
telephone  in  order  to  determine  the  severity  of  the  funding  crisis.3  The  results  vividly 
display  the  need  for  adequate  funding  of  these  centers.4 


1  See  Appendix  A  for  a  list  of  poison  centers  and  states  surveyed  by  CFA. 

2  The  survey  focused  on  regional  poison  centers  (RPCs),  certified  by  the  American 
Association  of  Poison  Control  Centers.   RPCs  serve  a  population  base  of  no  fewer  than 
one  million  people,  receive  at  a  minimum  10,000  human  exposure  calls  per  year,  and 
provide  information  by  telephone  24  hours/day,  365  days/year.  These  centers  must  also 
meet  other  standards,  including  providing  education  for  the  community  in  poison 
prevention,  and  education  of  health  care  professionals  in  recognizing  and  treating 
poisonings. 

J   See  CFA  Survey  Results,  Appendix  C  (Hereinafter  CFA  Survey). 

4  This  survey  did  not  attempt  to  collect  or  quantify  information  about  poison  centers 
that  have  already  closed.  Additionally,  it  did  not  include  poison  control  centers  that  are 
not  certified  by  the  American  Association  of  Poison  Control  Centers  (see  note  2).  Poison 
center  closures  have  occurred  and  include:  four  of  Pennsylvania's  seven  poison  centers 
(1991);  Irvine,  CA  poison  center  (1993);  and  the  poison  center  in  Louisiana  (1988)  which 
later  reopened  (1991). 
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The  questions  asked  of  each  center  were  devised  to  determine  the  breadth  of  their 
activity,  their  funding  source,  whether  they  had  experienced  any  recent  cuts  or  were 
anticipating  future  cuts,  and  the  effect  lack  of  sufficient  funding  has  had  on  the  quality  of 
care  and  treatment  the  poison  control  center  is  able  to  provide. 

The  survey  responses  gave  evidence  supporting  four  findings:  1 )  funding  cuts 
experienced  by  regional  poison  control  center  are  common;  2)  regional  poison  control 
centers  anticipate  more  funding  cuts  in  the  future;  3)  the  adverse  effects  of  poison  control 
center  funding  cuts  are  widespread  and  diverse;  and  4)  there  are  a  variety  of  funding 
sources  and  a  variety  of  funding  source  mixes  that  support  regional  poison  control 
centers.   Each  of  these  findings  is  discussed  below. 

•  Finding  Funding  Cuts  Are  Common 

The  majority  of  poison  centers  surveyed  have  received  cuts  in  funding;  24  of  38 
centers  (or  63%)  reported  funding  cuts.   These  cuts  have  come  from  a  variety  of  funding 
sources.   Several  states  have  reduced  their  funding  of  poison  control  centers.   For 
example,  both  regional  poison  control  centers  in  Michigan  reported  losing  all  of  their 
funding  from  the  state  and  have  had  to  make  it  up  with  increased  contributions  from 
their  host  hospitals.  A  similar  situation  occurred  at  the  Central  Pennsylvania  Poison 
Center  when  the  state  cut  $200,000  and  their  host  hospital  had  to  make  up  the 
difference  to  keep  the  center  functioning.   Both  regional  poison  centers  in  Minnesota 
have  also  experienced  cuts  in  state  funds. 
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Cuts  in  funding  bv  host  hospitals  have  also  affected  several  centers  [see,  for 
example,  Samaritan  (AZ).  San  Diego  (CA),  San  Francisco  (CA),  and  National  Capital 
(Washington,  D.C.)].  Funds  have  been  cuts  by  a  city  [for  example,  Denver;  Rocky 
Mountain]  and  also  by  a  local  United  Way  [Rocky  Mountain]. 

•  Finding  More  Funding  Cuts  Are  Anticipated 

Looking  to  the  future,  12  of  38  centers  (or  32%)  anticipate  new  or  continued  cuts 
in  funding.   Four  centers  reported  that  they  face  imminent  closure  unless  additional 
funds  can  be  secured  (Samaritan,  Fresno,  National  Capital,  Maryland). 

Even  with  no  funding  cuts,  keeping  pace  with  inflation  and  increased  demand  for 
services  can  affect  a  poison  center's  ability  to  perform  and  may,  in  the  long  run,  have  as 
similar  an  effect  as  an  outright  funding  cut.   The  New  Mexico  Poison  and  Drug 
Information  Center,  for  example,  reported  that  they  anticipate  problems  in  the  future  due 
to  a  9%  increase  in  utilization  by  the  public,  accompanied  by  only  a  6%  increase  in 
funding. 

•  Finding  Adverse  Effects  of  Funding  Cuts  Are  Widespread  and  Diverse 
Adverse  effects  from  funding  cuts  were  reported  by  24  of  the  38  poison  centers 

surveyed  (or  63%).  The  effects  of  these  funding  cuts  are  many.  In  the  most  dire 
situation,  a  center  may  be  forced  to  close.   Reduced  services  to  consumers  seeking 
emergency  treatment  information  has  also  occurred.  In  one  case,  a  center  blocked  calls 
from  counties  that  did  not  contribute  funding  (San  Francisco).  In  another  case,  the  center 


256 


cut  off  non-participating  counties,  affecting  half  of  the  state's  access  to  the  poison  center 
(Rocky  Mountain).   In  addition,  several  centers  reported  a  decrease  in  the  number  of 
calls  they  handle.  In  ail  of  these  situations,  consumers  must  resort  to  using  the  91 1 
emergency  system  or  visit  their  emergency  room  or  other  health  care  provider.  It  is 
conceivable  that  the  lack  of  immediate  poison  treatment  information  can  result  in 
adverse  medical  outcomes  for  poison  victims. 

Some  centers  have  had  to  lay  off  personnel,  freeze  poison  center  salaries,  or 
reduce  phone  staffing.    Staff  terminations  and  reduced  staffing  has  led  to  increased 
waiting  times  for  consumers  in  need  of  poison  information.  One  center  [Fresno,  (CA)] 
reported  that  it  has  had  to  eliminate  its  emergency  language  translation  service  (provided 
in  Spanish  and  Asian  languages),  thereby  affecting  its  non-English  speaking  constituency. 

When  a  poison  center  in  a  state  or  region  closes,  the  impact  is  felt  by  the  nearest 
operating  center,  increasing  their  calls  and  requests  for  services.  The  burdens  that  one 
center's  dosing  places  on  another  center  in  a  nearby  state  or  county,1  from  the  influx  of 
additional  calls,  renders  that  still  operating  center  less  effective.* 


1   Of  the  38  centers  contacted,  1 7  cover  their  entire  state,  or  an  entire  state  plus  a 
portion  of  an  adjoining  state.  The  exceptions  are  generally  the  larger  and  more  densely 
populated  states,  such  as  California,  New  York  and  Pennsylvania. 

*   For  example,  the  Maryland  Poison  Center  will  receive  a  large  increase  in  calls  if 
the  National  Capital  Poison  Center  in  Washington,  OC  doses  in  June,  as  will  the  Blue 
Ridge  Poison  Center,  in  Virginia.  In  Pennsylvania,  four  of  that  State's  seven  operating 
poison  control  centers  dosed  in  1991  as  a  result  of  funding  problems,  and  the  remaining 
centers  must  now  handle  the  incoming  calls  for  the  entire  state,  and  for  Delaware  as 
well. 
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The  reduction  in  education  and  outreach  services  has  been  a  predominant  effect 
of  the  budget  cuts  experienced  by  poison  centers.  Of  the  24  centers  that  reported 
funding  cuts,  10  centers  reported  having  eliminated  or  serious  curtailing  these  efforts. 
Failing  to  provide  the  community  with  important  life-saving  poison  prevention 
information,  as  well  as  training  for  educators  and  medical  professionals,  is  likely  to  lead 
to  unfortunate  consequences  for  consumers. 

In  addition  to  these  effects,  respondents  echoed  the  conclusions  of  much  of  the 
poison  center  literature  on  the  impact  of  poison  center  closings.  Primarily,  the  cost  of 
health  care  will  increase,  largely  as  a  result  of  more  calls  made  to  91 1  and  more 
unnecessary  trips  to  the  emergency  room.  Poison  control  center  closings  also  will  result 
in  an  increase  in  emergency  traumas,  injuries  and  deaths  due  to  poisonings  because  of 
the  lack  of:  1)  immediate  treatment  advice  for  the  public;  2)  expert  advice  for  physicians 
treating  poison  victims;  or  3)  any  community  programs  to  facilitate  the  education  and 
prevention  of  poisoning.  Finally,  the  time  spent  by  poison  center  staff  because  of  the 
uncertainties  in  funding  detract  from  their  ability  to  serve  the  public  Having  to 
formulate  contingency  plans  and  beg  for  money  severely  impedes  a  center's  ability  to 
operate  at  its  best 
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•  Finding  There  Are  a  Variety  of  Funding  Sources  and  a  Variety  of  Funding 
Source  Mixes  That  Support  Regional  Poison  Control  Center* 


The  following  20  sources7  were  identified  as  funding  sources  for  the  38  regional 
poison  control  centers  surveyed: 

■  State  ■  United  Way8 

■  City  ■  EMS  Fund 

■  County  ■  University 

■  Host  Hospital  ■  FQHC  Payment* 

■  Member  Hospitals  ■  Federal  Block  Grant 

■  Non-Member  fees  ■  Endowment  Earnings 


7  Appendix  B  lists  these  funding  sources  and  the  poison  centers  that  identified  each 
of  the  20  entities  as  a  source  of  funding  for  their  center. 

•    Four  poison  control  centers  in  the  CFA  survey  receive  funds  from  their  local 
United  Way  campaign.   In  order  for  a  poison  center  to  receive  United  Way  funding,  it 
must  apply  to  its  local  United  Way,  and  be  accepted  as  an  agency  that  meets  the 
requisite  qualifications.   For  example,  the  center  must  be  a  301(c)(3)  organization,  and 
must  be  involved  in  providing  direct  services  to  people.  Once  accepted,  the  center 
presents  a  request  to  United  Way's  Allocations  Committee.  After  the  United  Way's 
campaign  is  completed,  a  poison  center,  in  effect,  competes  with  other  service  agencies 
for  funds.  Naturally,  the  amount  of  funds  that  a  poison  center  receives  from  its  local 
United  Way  is  contingent  upon  a  number  of  factors,  most  notably,  the  amount  of  funds 
collected  in  a  year  and  the  priority  issues  designated  by  the  local  campaign  (these 
priority  areas  are  generally  better  funded  that  other  areas).  In  sum,  this  is  a  very 
competitive  and  complex  process. 

'  The  FQHC  payment  is  medicare  funding  in  the  form  of  a  block  grant  that  is  given 
to  a  federally  qualified  health  center  (FQHC)  as  reimbursement  for  providing  certain 
qualified  services,  such  as  advice  services.  We  were  told  that  this  type  of  funding  does 
not  directly  cover  poison  center  expenses. 
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■  Insurers'0  ■  Foundation  Contributions 

■  Contracts  ■  Medicaid 

■  Donations  ■  General  Fund 

■  User  Contributions  ■  Other/Miscellaneous 

Most  of  the  poison  centers  surveyed  by  CFA  receive  funding  from  a  variety  of 
sources,  with  only  six  of  them  receiving  funding  from  a  single  source.   The  majority  of 
poison  centers  surveyed  receive  funding  in  some  part  by  the  state,  followed  second  by 
funds  received  from  the  poison  center's  host  hospital  (the  hospital  where  the  poison 
center  is  housed)  and  participation  in  member  hospital  programs  (where  each  member 
hospital  contributes  a  portion  of  the  poison  center's  funding,  in  exchange  for  use  of  the 
center's  services).  A  primary  reason  for  such  a  patchwork  is  that  funding  from  the  state 
has  been  reduced,  or  has  been  cut  off  altogether,  forcing  these  centers  to  look  elsewhere 
for  alternative  funding  sources.  Private  contracts  with  business  organizations,  donations 
and  active  fund-raising  have  helped  fill  the  gaps,  but  all  were  reported  to  be  time- 
consuming  and  are  difficult  to  sustain. 

To  combat  funding  cuts,  some  states  have  adopted  new  approaches  to  assure 
funding.   For  example,  beginning  on  September  1,  1994,  all  poison  centers  in  Texas  will 
receive  funds  generated  by  a  "91 1  Equalization  Surcharge"  to  be  imposed  on  every 
customer  that  receives  intrastate  long-distance  service.  The  surcharge  cannot  exceed 


10  Interestingly,  Initirv  Control  in  the  1990s:  A  National  Plan  for  Action  includes  as  a 
recommendation  the  "continued  funding  for  poison  control  centers,  including  funding 
from  insurance  and  Medicare/Medicaid  payments." 
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one-three  tenths  (0.1  -  0.3)  or  one  percent  of  the  intrastate  long-distance  charges.   The 
revenue  gained  from  this  surcharge  will  then  be  allocated  to  regional  planning 
commissions,  who  in  turn  are  responsible  for  getting  necessary  funding  to  the  poison 
centers.   Some  portion  of  the  revenue  derived  from  the  surcharge  will  also  be  designated 
to  the  Texas  Department  of  Health,  which  will  use  the  money  to  fund  grants  that  may  be 
awarded  to  poison  centers  upon  meeting  certain  criteria. 


What  Role  Do  Poison  Control  Centers  Play  In  Health  Care  Delivery  and  Injury 
Prevention? 

A  three-year  old  awakens  with  a  cough  early  one  morning,  and  her  father, 
rummaging  in  the  dark  kitchen  for  cough  syrup,  returns  to  his  daughter's  bedside 
instead  with  a  spoonful  of  flea  and  tick  killer  used  on  pets.   As  their  daughter  is 
swallowing  the  liquid,  the  parents  realize  their  mistake  when  they  recognize  the 
smell  of  the  pesticide.    They  immediately  rush  her  to  the  emergency  room,  where 
a  call  is  placed  to  the  regional  poison  control  center  for  recommendations  for 
emergency  treatment   It  is  not  until  later  that  the  father  realizes  how  similar  the 
two  bottles  of  liquid  were,  and  how  easy  it  had  been  for  him  to  make  the 
mistake." 


Emergency  poisoning  incidents  such  as  this  are  typical  of  the  calls  handled  by  a 
poison  control  center.12   In  most  poison  center  calls,  a  child  has  ingested  something 
found  in  a  cabinet  or  a  product  left  unattended  and  easily  accessible.   The  home 


11  This  is  an  actual  case.  See,  Vern  Modeland,  Poison  Control  Centers:  Where 
Emergencies  are  the  Routine.  FDA  Consumer,  Vol.  23,  No.2  at  20  (March  1989). 

12  A  poison  or  poisoning  incident  generally  refers  to  the  oral  ingestion,  dermal  or 
inhalation  exposure  to  a  substance  which  has  the  potential  to  cause  death  or  injury. 
Thus  a  "poison"  in  this  report  may  include  a  product  which  taken  in  a  recommended 
amount  may  not  have  any  deleterious  effect  (such  as  a  prescription  medication).   It  may 
also  include  a  product  not  intended  to  be  ingested  which  might  not  typically  be 
considered  a  "poison"  (such  as  a  furniture  polish). 
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environment  is  the  scene  of  more  than  ninety-two  percent  (92%)  of  all  poisoning 
exposures  occur.'3   Approximately  eighty-seven  percent  (87%)  of  these  exposures  are 
unintentional  or  "accidental."14 

Poison  control  centers  generally  handle  two  types  of  requests  for  information 
following  a  poisoning  incident:  1)  a  consumer  calls  a  center  to  ascertain  immediate 
treatment  advice  (such  as  a  call  by  a  parent  to  determine  whether  a  child  needs 
emergency  treatment  or  can  be  cared  for  at  home).   In  many  poisoning  cases,  the  harm 
induced  is  not  serious  enough  to  warrant  a  trip  to  the  emergency  room,  and  can  be 
managed  effectively  over  the  phone  by  a  poison  control  specialist";  or 
2)  a  medical  professional,  most  often  in  a  hospital  emergency  room  setting,  calls  the 
poison  control  center  to  determine  appropriate  treatment.  The  poison  control  specialists, 
having  a  vast  amount  of  knowledge  and  experience  with  poisonings,  are  better  able  to 
provide  solutions  quickly  than  a  medical  professional  in  an  emergency  room  situation 
who  may  not  have  such  specialized  expertise. 


13  1 992  Annual  Report  of  the  American  Association  of  Poison  Control  Centers  Toxic 
Exposure  Surveillance  System,  The  American  Journal  of  Emergency  Medicine,  Vol.  1 1 , 
No.  5  at  Table  2  (1993)    [Hereinafter  Annual  Report]. 

,4  Annual  Report,  suora  note  3  at  Table  6.   Note:  the  term  "accidental"  is  found 
throughout  the  poison  control  literature.   However,  it  is  clear  that  many  of  these 
incidents  are  predictable  exposures. 

,5  Claire  Chafee-Bahamon,  MS,  and  Frederick  H.  Lovejoy,  Jr,  MD,  Effectiveness  of  a. 
Regional  Poison  f™*"  in  fedUCJM  f*ce"  Emergency  Room  VjsJttJBf.  Children's 
E2isa^  Pediatrics,  Vol.  72,  No.  2  at  167  (Aug.  1983)  [Hereinafter  Bahamon]. 
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Children's  Poisonings 

Over  the  past  ten  years,  the  number  of  human  exposures  to  poisons  has  risen 
dramatically,  from  a  reported  251,012  in  1983  to  1,864,188  exposures  in  1992."    In 
1992,  children  under  age  six  accounted  for  59%  of  ail  reported  poison  cases." 
Children  two  years  of  age  represented  the  largest  number  of  human  poison  exposure 
cases,  followed  by  children  one  year  of  age." 

In  all  of  the  reported  poison  exposure  cases  in  1992  involving  children  under  six, 
the  majority  of  outcomes  were  not  severe."   Either  the  poison  involved  in  the  incident 
had  no  effect  on  the  child,  or  no  follow-up  treatment  was  necessary  subsequent  to  the 
call  to  the  poison  center  because  the  exposure  was  found  to  be  non-toxic.20 
Unintentional  poisonings  send  80,000  to  90,000  young  children  to  the  hospital 
emergency  room  each  yean"   20,000  of  these  are  hospitalized.22 


"  Annual  Report,  suora  note  1 3  at  494. 

17  IsL  at  497. 

"  Annual  Report,  supra  note  1 3  at  Table  3. 

"  liL  at  Table  1 2;  See  generally  Bahamon,  supra  note  1 5. 

20  Annual  Report,  supra  note  13  at  Table  12. 

21  To  put  this  figure  in  perspective,  there  were  1,197,785  poison  exposure  cases, 
reported  by  68  poison  centers  in  for  1992,  involving  children  age  12  and  younger. 

22  Iniurv  Control  in  the  1990s:A  National  Plan  for  Action.  A  Report  to  The  Second 
World  Conference  on  Injury  Control,  May  1993,  at  5. 
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Of  the  705  fatalities  caused  by  poisoning  reported  in  1992  (See  chart  below),  only 
56  involved  children  under  6  years  of  age.:j   Of  these  deaths,  24  of  the  exposures 
were  unintentional  (resulting  from  child  access),  and  29  were  the  result  of  an  adverse 
reaction.24 

Because  doctors  and  other  health  professionals  rely  on  poison  centers  for  their 
expertise,  and  because  of  the  lack  of  severity  in  many  children's  poisoning  cases,  it  is 
reasonable  to  conclude  that  poison  centers  more  than  adequately  address  the  needs  of 
the  largest  group  of  poisoning  candidates  -  children  under  6  years  of  age.  This 
conclusion  has  been  supported  empirically  by  several  studies  that  have  clearly 
demonstrated  that  poison  control  centers  address  the  needs  of  children  more  efficiently 
than  emergency  rooms.25 

Adult's  Poisonings 

While  children  under  the  age  of  six  make  up  the  majority  of  victims  of  non-fatal 
poison  exposures  occurring  in  a  given  year,  fatal  poisonings  occur  more  often  in  the 


23  Annual  Report,  sypja  note  13  at  Table  8. 
24lsL 


u   William  D.  King,  RPh,  MPH,  DrPH,  and  Paul  A.  Palmisano,  MD,  MPH,  Poison. 
Control  Center  Tan  Their  Vain*  Be  Measured?.  84  Southern  Medical  Journal,  No.  6  at 
722  (June  1991);  SjjftjbQ  David  K.  Fry  and  Matilda  S  Mclntire,  M.D.,  pQisqn  Control 
and  Cost  Containment.  Vet  Hum  Toxicol,  21  Supp:  73-6  (1979);  1993  International 
Congress  of  Clinical  Toxicology,  Vet  Hum  Toxicol,  35  (4),  abstracts  20,  26  (Aug.  1993). 
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adult  population,  specifically  in  the  20-49  age  group"  (See  chart  below).   Of  705 
reported  poisoning  fatalities  in  1992,  612  were  adults  over  the  age  of  20."  Eighty 
percent  (80%)  of  these  "adult  deaths"  were  intentional,  rather  than  unintentional." 


FATAL  POISONINGS 

AGE 

PERCENTAGE 

Under  6 

4.1 

6-12 

0.7 

13-19 

8.2 

20-99 

84.1 

Unknown  adult 

2.8 

Unknown  age 

0.1 

TOTAL 

100.0 

C-Micro*. 

Cawan.  TakU  <  u  HI. 


With  respect  to  non-fatal  poisonings,  375,060  poison  exposures  (out  of  a  total 
1,864,188),  were  adults  over  20  years  of  age,  whereas  1,092,539  of  these  non-fatal 
poisonings  occurred  in  children  under  the  age  of  six29  (See  chart  below).  The  majority 


u  Annual  Report,  suora  note  13  at  497  (noting  that  56%  of  the  705  fatal  poisonings 
reported  were  in  the  20-49  age  group).   In  contrast,  28.6%  of  the  705  fatal  poisonings 
reported  occurred  in  the  50  -  99  age  group,  and  10.39%  of  these  poisonings  occurred  in 
people  under  age  20.  IsL 

27  &  at  Table  4. 

"  llLat497. 

29  Annual  Report,  supra  note  13  at  Table  3. 
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of  non-fatal  adult  poisoning  exposures  arose  from  unintentional  incidents.10    These 
figures  emphasize  that  the  efficiency  and  life-saving  ability  of  poison  control  centers 
benefit  all  age  groups,  not  just  those  who  utilize  them  most  -  children  under  six  years  of 
age. 


NON-FATAL  POISONINGS 

ACE 

PERCENTAGE 

Under  6 

58.6 

6-12 

5.6 

13-19 

5.8 

20-99 

20.2 

Unknown 

9.8 

TOTAL 

100.0 

•••«••>  tm  i 


tauw  >  art  ♦  «t  *m. 


Poison  Control  Centers  Save  Money 

The  availability  of  poison  control  specialists  to  either  manage  poisonings  by 
telephone  or  recommend  further  treatment  in  a:hospital  has  resulted  in  huge  cost  savings 
to  consumers,  state  governments  and  third  party  providers.  According  to  a  1992  survey, 
1,864,188  calls  were  placed  to  68  poison  control  centers,  which  provide  services  to 
approximately  52  percent  of  the  United  States.'1   Of  these  calls,  more  than  71  percent 


"  Annual  Report,  aipn  note  13  at  495. 
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were  managed  successfully  by  phone,  with  no  need  to  seek  additional  medical  care." 
It  has  been  estimated  that  every  dollar  spent  on  a  poison  center  saves  from  $4  to  $9  in 
health  care  expenditures." 

Several  studies  have  clearly  documented  that  poison  control  centers  are  more 
cost-effective  than  emergency  room  visits.   It  has  been  estimated  that  without  poison 
centers,  63%  of  all  poison  exposure  patients  would  go  to  the  emergency  room 
directly.14  These  hospital  visits  would  result  in  health<are  providers,  third  party 
payers/private  insurers,  consumers,  state  governments,  and  the  federal  government  paying 
costs,  either  directly  or  indirectly,  associated  with  these  emergency  room  visits." 

One  study,  comparing  patterns  of  community  response  between  a  state  in  which 
state  poison  control  services  were  discontinued,  and  a  state  in  which  poison  control 
services  were  maintained,  found  that  the  cost  attributable  to  unnecessary  emergency 
room  visits  was  more  than  three  times  the  amount  allocated  to  the  poison  control  center 
to  operate  annually.  " 


"  Jiat499. 

"  Correspondence,  National  Capital  Poison  Center,  September  3,  1 993. 

14  International  Congress  of  Clinical  Toxicology,  Vet  Hum  Toxicol,  35  (4),  at  abstract 
20  (Aug.  1993). 

35  li  These  costs  include  such  things  as  ambulance  expenses,  actual  medical  bills, 
and  follow-up  care. 

M  King,  supra  note  25  at  722.  This  study  analyzed  how  individuals  responded  to 
poison  exposure  in  both  Louisiana,  where  poison  center  service  was  discontinued,  and 
in  Alabama,  which  kept  up  its  poison  center  services.  The  comparison  showed  that 
keeping  poison  centers  open  saves  money  by  preventing  unnecessary  costs. 
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The  study  founa  that  the  state  which  discontinued  its  poison  centers  experienced 
more  than  four  times  the  number  of  referrals  to  health  care  facilities  than  the  state  with 
on-going  poison  control  center  availability.17  In  addition,  the  study  noted  that  while 
the  state  had  closed  down  the  poison  centers  in  an  attempt  to  reduce  state  expenditures, 
the  discontinuance  only  resulted  in  a  shifting  of  health  care  costs  to  private  and 
government  insurers,  private  citizens,  and  health  care  providers.58 

A  1993  study  reported  that,  in  the  absence  of  a  poison  control  center  which 
receives  approximately  61,000  calls  annually,  the  state  housing  that  center  would  incur  a 
debt  from  SI. 27  to  S2.20  million  as  a  result  of  the  costs  associated  with  the  additional 
emergency  room  visits,  including  emergency  transport  to  the  hospital.3'   Private  insurers 
would  lose  an  estimated  $4.58  to  $7.93  million  for  emergency  room  visits  alone.   The 
study  concludes  that  poison  control  centers  save  several  times  their  operating  costs  and 
that  the  clear  beneficiaries  (in  terms  of  savings)  are  state  governments  and  private  third 
party  payers.   In  other  words,  it  would  cost  state  and  health  insurance  providers  as  much 
as  $10.13  million  to  provide  unnecessary  emergency  department  care  if  the  poison 
center  were  not  available.  These  costs  are  more  than  ten  times  the  $1  million  budget  of 
a  typical  regional  poison  center. 


17  ii  at  725. 

3*   International  Congress,  supja  note  24  at  abstract  20. 
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Another  study  reported  that  54.6°'o  of  poisonings  occurring  in  the  home  would  be 
treated  in  an  emergency  room  if  there  were  no  poison  center  available.**   Based  on  a 
cost  of  approximately  S244  per  emergency  room  visit,  this  would  result  in  $3,192,988  in 
costs  per  year  for  using  emergency  facilities  in  place  of  a  poison  control  center,  and 
illustrates  again  the  cost-savings  realized  by  the  use  of  poison  control  centers.41 

It  is  clear  that  consumers  can  more  easily  and  more  quickly  obtain  accurate 
information  by  telephone  which  "otherwise  would  have  resulted  in  a  more  costly  visit  to 
a  physician's  office  or  an  emergency  department."42   Furthermore,  use  of  poison  control 
centers  saves  valuable  time  for  physicians,  and  other  health  care  professionals,  who  then 
do  not  have  to  answer  calls  related  to  poisonings,  and  do  not  have  to  see  and  treat 
patients  who  instead  can  rely  on  poison  control  center  treatment  information.43 

One  of  the  most  stark  cost  comparisons,  illustrating  the  benefits  of  treating 
poisonings  by  telephone  rather  than  through  hospitalization,  is  the  difference  between 
the  average  cost  per  person  hospitalized  for  poisoning  -$17,631-  and  the  costs  for  those 
not  hospitalized^l/l.44 


40  li  at  abstract  26. 

41  JsL 


42  Cathy  Schleich  and  Matilda  Mclntire,  Poison  Control  and  Definitive  Cost 
Containment.  Scientific  Reports,  Vet  Hum  Toxicol,  26  (2)  at  103  (April  1984). 

41  JfL 

44  Dorothy  Rice,  Ellen  MacKenzie  and  Associates,  Cost  of  Iniurv  in  the  United  States, 
a  Report  to  Congress,  1 989,  at  xx/x. 
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Even  though  the  studies  noted  above  round  that  there  are  enormous  benefits  of 
keeping  poison  centers  operating,  those  estimates  may  be  on  the  low  side  since  there  has 
not  been  a  recent  in-depth  evaluation  of  the  cost  effectiveness  (in  1994  dollars)  of  poison 
control  centers.4' 

Congressional  Action  Needed 

It  is  clear  from  the  CFA  survey,  as  well  as  numerous  studies  demonstrating  the 
importance  and  cost-effectiveness  of  poison  control  centers,  that  action  must  be  taken  to 
address  this  funding  crisis.   New  systems  for  funding  poison  control  centers  must  be 
identified  and  implemented. 

CFA  believes  that,  absent  an  immediate  proposal  by  an  appropriate  federal  agency 
to  conduct  such  evaluation  and  policy  development,  Congressional  action  is  needed  to 
assure  that  proposed  solutions  will  be  developed  in  a  timely  manner.   While  we  wish 
there  was  a  magic  formula  that  could  be  instituted  immediately,  CFA  believes  that  the 
challenges  posed  by  the  current  fiscal  constraints  demand  a  thoughtful  and  complete 
investigation. 

Ordinarily  our  organization  supports  legislation  that  includes  a  definitive  solution 
to  address  a  consumer  problem.   However,  we  believe  there  is  no  ready,  workable 
solution,  capable  of  quick  implementation  and  applicable  to  all  poison  centers  at  this 
time.   Therefore,  CFA  supports  immediate  passage  of  legislation  that  would  establish  a 


45    Letter,  from  National  Capital  Poison  Center  to  Consumer  Federation  of  America, 
Oct.  29,  1993. 
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National  Study  Commission  on  Poison  Centers  to  evaluate  funding  options  and 
recommend  to  Congress  a  system  for  assuring  that  all  Americans  will  be  adequately 
served  by  a  poison  control  center.  This  legislation  should  include  the  following 
provisions. 

1)  The  Poison  Center  Commission  should  study  and  make  recommendations  regarding 
the  feasibility  of  consolidating  poison  center  functions,  including  (but  not  limited  to): 

a)  implementing  a  single  national  poison  control  center; 

b)  implementing  a  regional  poison  control  center  system;  or 

c)  providing  specific  services,  such  as  poison  information  and  education  on  a 
national  scale. 

2)  The  Poison  Center  Commission  should  recommend  a  formula  or  system  for  funding 
poison  centers.   In  its  deliberations  the  Commission  should  consider  the  following  issues 
related  to  funding  sources: 

a)  the  feasibility  of  a  federal/state  match  program  to  fund  regional  poison  centers; 

b)  the  availability  of  other  federal  funds  for  which  poison  centers  services  qualify; 
and/or-: 

c)  requirements  for  hospitals,  insurers,  product  manufacturers  and  other  private 
sources  to  provide  poison  center  funds. 
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3)  The  Poison  Center  Commission  should  be  composed  of  representative(s)  from: 

a)  Regional  Poison  Control  Centers; 

b)  Other  Poison  Control  Centers; 

c)  American  Association  of  Poison  Control  Centers; 

d)  Host  Hospitals; 

e)  Federal  government; 

f)  State  government; 

g)  Consumer  health  and  safety  organizations; 

h)  Parents  or  other  individuals  who  use  poison  centers; 
i)  Product  Manufacturers;  and 
j)  Insurers. 


4)  The  Poison  Center  Commission  should  evaluate  the  need  for  accreditation/certification 
of  a  poison  centers)  and  the  minimum  requirements  on  which  to  base  such 
recognition.4* 


5)  The  Poison  Center  Commission  should  delineate  any  legislation  needed  in  order  to 
implement  the  Commission's  recommendations. 


**  CFA  believes  that  minimum  qualifications,  such  as  those  required  for  certification 
by  the  American  Association  of  Poison  Control  Centers,  are  important  safeguards  for 
consumers,  to  assure  that  these  centers  are  capable  of  providing  poison  treatment 
services. 

19 


272 


CFA  recommends  that  Congress  direct  an  appropriate  public  health  or  safety 
agency  to  carry  out  the  tasks  described  above.47    In  selecting  an  agency,  consideration 
should  be  given  to  whether  the  agency  has  the  resources  (primarily  a  contribution  of  staff 
time  to  work  with  the  Commission)  to  complete  this  assignment  absent  additional 
extensive  appropriations. 

The  Commission  should  be  directed  to  complete  its  investigation  and  submit  a 
Report  to  Congress  and  the  Secretary  of  Health  and  Human  Services  within  six  months 
after  commencement   Finally,  we  urge  Congress  to  maintain  vigilant  oversight  of  the 
study  commission  process  and  activities. 


Conclusion 

One  way  to  evaluate  the  effectiveness  and  success  of  our  nation's  poison  control 
center  system  is  to  ask  how  many  people  require  emergency  treatment  and  how  many 
people  are  assured  of  access  each  and  every  time  they  call. 

HjyUto  P*onl«  2000;  National  Health  Promotion  and  Dfwaw  Prevention 
Objectives  includes  as  one  of  its  goab  the  reduction  of  the  number  of  nonfatal 


47  The  National  Center  for  Injury  Prevention  and  Control  (CDC  DHHS),  the  Office  of 
Oisease  Prevention  and  Health  Promotion  (Public  Health  Service,  DHHS),  the  Bureau  of 
Maternal  and  Child  Health  (HRSA,  DHHS),  or  the  Consumer  Product  Safety  Commission 
are  agencies  that  have  a  nexus  to  and  interest  in  fostering  effective  funding  strategies  for 
poison  control  centers. 
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poisonings  to  no  more  than  88  emergency  department  treatments  per  100.000  people,4* 
compared  to  a  1986  baseline  figure  of  103  per  100,000  people.  A  "special  population 
target"  for  non-fatal  poisonings  for  children  under  age  4  is  set  at  520  per  100,000/'   It 
will  be  extremely  difficult  to  meet  these  objectives  absent  funding  commitments  to  assure 
that  poison  centers  stay  open  and  fully  functioning. 

The  second  important  goal,  providing  access  for  all  U.S.  citizens  to  certified 
regional  poison  centers,  presents  additional  challenges.   Current  progress  toward  this 
goal  is  worrisome.   Only  52%  of  the  United  States  are  now  served  by  such  centers,  a  7% 
decline  from  1991. 

In  this  report  we  have  documented  the  beleaguered  financial  state  of  regional 
poison  centers.   In  order  to  meet  the  goals  noted  above,  it  is  imperative  that  the  funding 
of  these  centers  improve,  allowing  them  to  remain  operational.   Finding  a  solution  to  the 
poison  control  funding  dilemma  should  be  viewed  as  a  critical  health  priority.   All 
consumers  must  have  access  to  important  lifesaving  poison  prevention  and  treatment 
information  from  qualified  poison  centers. 


"  See  Objective  9.8.  Healthy  People  2000:  National  Health  Promotion  and  Disease 
Prevention  Objectives.  Public  Health  Service,  U.S.  Department  of  Health  and  Human 
Services,  September  1 990. 

*•  The  1986  baseline  was  650  per  100,000. 
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APPENDIX  A 

Regional  Poison  Control  Centers  Surveyed  by  CFA: 

State  Center 

AL  Children's  Hospital  of  Alabama  Regional  Poison  Control  Center 

AZ  Arizona  Poison  and  Drug  Information  Center 

AZ  Samaritan  Regional  Poison  Center 

CA  Fresno  Regional  Poison  Control  Center 

CA  San  Diego  Regional  Poison  Center 

CA  San  Francisco  Bay  Area  Regional  Poison  Control  Center 

CA  Santa  Clara  Valley  Medical  Center  Regional  Poison  Center 

CA  UC  -  Davis,  Medical  Center  Regional  Poison  Control  Center 

CO,  MT,  NV  Rocky  Mountain  Poison  and  Drug  Center 

DC,  MD,  VA  National  Capital  Poison  Center 

FL  The  Florida  Poison  Information  Center  at  Tampa  General  Hospital 

CA  Georgia  Poison  Center 

IN  Indiana  Poison  Center 

MD  Maryland  Poison  Center 

MA  Massachusetts  Poison  Control  System 

Ml  Blodgett  Regional  Poison  Center 

Ml  Poison  Control  Center,  Ml 

MN  Hennepin  Regional  Poison  Center 

MN  Minnesota  Regional  Poison  Center 
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STATE  CENTER 

MO  Cardinal  Glennon  Children's  Hospital  Regional  Poison  Center 

NE,  WY  The  Poison  Center 

NJ  New  Jersey  Poison  Information  and  Education  System 

NM  New  Mexico  Poison  and  Drug  Information  Center 

NY  Hudson  Valley  Poison  Center 

NY  Long  Island  Regional  Poison  Control  Center 

NY  New  York  City  Poison  Control  Center 

OH  Central  Ohio  Poison  Center 

OH  Cincinnati  Drug  &  Poison  Information  Center  and  Regional  Poison 
Control  System 

OR  Oregon  Poison  Center 

PA  Central  Pennsylvania  Poison  Center 

PA  Pittsburgh  Poison  Center 

PA,  DE  The  Poison  Control  Center,  Southeastern  Pennsylvania  and 
Delaware 

Rl  Rhode  Island  Poison  Center 

TX  North  Texas  Poison  Center 

TX  Texas  State  Poison  Center 

UT  Utah  Poison  Control  Center 

VA  Blue  Ridge  Poison  Center 

WV  West  Virginia  Poison  Center 
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APPENDIX  B 


Following  each  funding  source  is  a  list  of  Poison  Control  Centers  that  identified  that 
entity  as  a  source  of  funding  for  their  center. 

Source:  Survey  of  Poison  Control  Centers,  Consumer  Federation  of  America  and 
the  Poison  Control  Center  Survey,  Joint  Legislative  Budget  Committee,  State  of 
Arizona. 


State 

Central  Ohio  Poison  Center 
Central  Pennsylvania  Poison  Center 
Cincinnati  Drug  &  Poison  Information  Center,  Ohio 
Florida  Poison  Information  Center 
Fresno  Regional  Poison  Control  Center,  California 
Georgia  Poison  Center 
Hennepin  Regional  Poison  Center,  Minnesota 
Indiana  Poison  Center 
Massachusetts  Poison  Control  System 
Minnesota  Regional  Poison  Center 
New  Jersey  Poison  Information  and  Education  System 
New  Mexico  Poison  and  Drug  Information  Center 
Poison  Control  Center,  SE  Pennsylvania  and  Delaware 
Rocky  Mountain  Poison  and  Drug  Center 
San  Diego  Regional  Poison  Control  Center 
San  Francisco  Bay  Area  Regional  Poison  Control  Center,  California 
Santa  Clara  Valley  Medical  Center  Regional  Poison  Center,  California  iMe 

University  of  California  Davis  Medical  Center  Regional  Poison  Control  Center, 
California 

Pittsburgh  Poison  Center 
Texas  State  Poison  Center 
Utah  Poison  Center 
West  Virginia  Poison  Center 


City 

Cincinnati  Drug  &  Poison  Information  Center,  Ohio 
Poison  Control  Center,  (Philadelphia),  PA  and  DE 
Rocky  Mountain  Poison  and  Drug  Center 
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County 

Poison  Control  Center,  SE  Pennsylvania  and  Delaware 

Rocky  Mountain  Poison  and  Drug  Center 

San  Diego  Regional  Poison  Control  Center,  California 

San  Francisco  Bay  Area  Regional  Poison  Control  Center,  California 

North  Texas  Poison  Center 

Host  Hospital 

8lodgett  Regional  Poison  Center,  Michigan 

Cardinal  Glennon  Children's  Hospital  Regional  Poison  Center,  Missouri 
Central  Ohio  Poison  Center 
Central  Pennsylvania  Poison  Center 
Cincinnati  Drug  &  Poison  Information  Center,  Ohio 
Children's  Hospital  of  Alabama  Regional  Poison  Control  Center 
Fresno  Regional  Poison  Control  Center,  California 
Hennepin  Regional  Poison  Center,  Minnesota 
National  Capital  Poison  Center,  Washington,  D.C. 
Poison  Control  Center,  Michigan 
Poison  Control  Center,  SE  Pennsylvania  and  Delaware 
Samaritan  Regional  Poison  Center,  Arizona 
San  Diego  Regional  Poison  Control  Center 

Santa  Clara  Valley  Medical  Center  Regional  Poison  Center,  California 
The  Poison  Center,  Nebraska 

University  of  California  Davis  Medical  Center  Regional  Poison  Control  Center, 
California 

Rhode  Island  Poison  Center 
Texas  State  Poison  Center 
Blue  Ridge  Poison  Center 
National  Capital  Poison  Center 

Member  Hospitals 

Cardinal  Clennon  Children's  Hospital  Regional  Poison  Center,  Missouri 

Central  Ohio  Poison  Center 

Central  Pennsylvania  Poison  Center 

Cincinnati  Drug  4  Poison  Information  Center,  Ohio 

Fresno  Regional  Poison  Control  Center,  California 

Massachusetts  Poison  Control  System 

National  Capital  Poison  Center,  Washington,  D.C. 

New  Jersey  Poison  Information  and  Education  System 

Poison  Control  Center,  SE  Pennsylvania  and  Delaware 

San  Francisco  Bay  Area  Regional  Poison  Control  Center,  California 

Pittsburgh  Poison  Center 

West  Virginia  Poison  Center 
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Indiana  Poison  Center 

National  Capital  Poison  Center,  Washington,  DC. 

■  Non-Member  fees 

Central  Pennsylvania  Poison  Center 

■  Insurers 

Children's  Hospital  of  Alabama  Regional  Poison  Control  Center 
Hudson  Valley  Poison  Center,  New  York 
Long  Island  Regional  Poison  Control  Center,  New  York 
New  York  City  Poison  Control  Center,  New  York 
Pittsburgh  Poison  Center 

■  Contracts 

Cardinal  Clennon  Children's  Hospital  Regional  Poison  Center,  Missouri 

Cincinnati  Drug  &  Poison  Information  Center,  Ohio 

Maryland  Poison  Center 

Massachusetts  Poison  Control  System 

Minnesota  Regional  Poison  Center 

National  Capital  Poison  Center,  Washington,  D.C 

New  .Mexico  Poison  and  Drug  Information  Center 

Poison  Control  Center,  SE  Pennsylvania  and  Delaware 

Rocky  Mountain  Poison  and  Drug  Center 

San  Francisco  Bay  Area  Regional  Poison  Control  Center,  California 

The  Poison  Center,  Nebraska 

Pittsburgh  Poison  Center 

West  Virginia  Poison  Center 

National  Capital  Poison  Center,  Washington,  O.C 

■  Donations 

Blodgett  Regional  Poison  Center,  Michigan 

Central  Pennsylvania  Poison  Center 

Cincinnati  Drug  &  Poison  Information  Center,  Ohio 

Indiana  Poison  Center 

Maryland  Poison  Center 

Massachusetts  Poison  Control  System 

Minnesota  Regional  Poison  Center 

National  Capital  Poison  Center,  Washington,  D.C 

New  Jersey  Poison  Information  and  Education  System 

Samaritan  Regional  Poison  Center,  Arizona 

San  Diego  Regional  Poison  Control  Center,  California 

San  Francisco  Bay  Area  Regional  Poison  Control  Center,  California 

National  Capital  Poison  Center,  Washington,  D.C 
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User  Contributions 

National  Capital  Poison  Center,  Washington,  D.C. 
Poison  Control  Center,  Michigan 


■  United  Way 

Blodgett  Regional  Poison  Center,  Michigan 
Central  Ohio  Poison  Center 
Poison  Control  Center,  Michigan 
Samaritan  Regional  Poison  Center,  Arizona 

■  EMS  Fund   (This  fund  is  provided  by  Emergency  Medical  Systems, 

which  is  a  division  of  the  State  Department  of  Health) 
Arizona  Poison  and  Drug  Information  Center 

■  University 

Arizona  Poison  and  Drug  Information  Center 
Maryland  Poison  Center  (UM  School  of  Pharmacy) 
West  Virginia  Poison  Center  (School  of  Pharmacy) 

■  Federal  Block  Crant 

Cardinal  Clennon  Children's  Hospital  Regional  Poison  Center,  Missouri 
Hennepin  Regional  Poison  Center,  Minnesota 
Minnesota  Regional  Poison  Center 

■  Endowment  Earnings 

The  Poison  Center,  Nebraska 

■  Foundation  Contributions 

The  Poison  Center,  Nebraska 

■  Medicaid 

Hudson  Valley  Poison  Center,  New  York 

Long  Island  Regional  Poison  Control  Center,  New  York 

New  York  City  Poison  Control  Center,  New  York 

■  Medicare/FQHC  Payment 

Santa  Clara  Valley  Medical  Center  Regional  Poison  Center,  California 

■  General  Fund 

Arizona  Poison  and  Drug  Information  Center 
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Other/Miscellaneous 

Cincinnati  Drug  &  Poison  Information  Center,  Ohio  (grants) 
New  York  City  Poison  Control  Center,  New  York 
Poison  Control  Center,  SE  Pennsylvania  and  Delaware 


Mr 
foil 
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APPENDIX  C 


Consumer  Federation  of  America 
Survey  Results* 


*  In  some  cases  the  exact  funding  source  percentages  reported  herein  were  based  on  the 
Poison  Control  Center  Survey,  Joint  Legislative  Budget  Committee,  State  of  Arizona, 
1994. 


31 
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Children's  Hospital  of  Alabama  Regional 
Poison  Control  Center 

Areas  of  Coverage:  entire  state 

Approximate  Number  of  Calls  Per  Yean  over  30,000 

Hours  of  Operation:  24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:  There  have  been  no  cuts  yet  this  year.  The  Center  is 
stable  right  now. 

Anticipated  Cuts  in  Funding:  The  Center  is  not  anticipating  any  cuts  in 
funding  yet. 

Effects  of  Funding  Cuts:   Not  applicable. 


Host  Hospital 
55 


Blue  Cross/Blue  Shield 
45 
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Arizona  Poison  and  Drug  Information  Center 

Areas  of  Coverage:    entire  state 

Approximate  Number  of  Calls  Per  Year   71,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:    The  Poison  Center  has  experienced  cuts  in  funding. 

Anticipated  Cuts  in  Funding:   The  Center  does  not  receive  adequate  state 
funding  and  is  attempting  to  increase  their  state  funding. 

Effects  of  Funding  Cuts:   The  Center  is  currently  operating,  but  will  close  if 
the  State  does  not  come  through  with  more  funding  or  if  the  Samaritan 
Regional  Poison  Center  closes,  as  one  center  cannot  handle  all  of  the  calls 
for  the  entire  state. 


EMS  Fund     ^H  BjlllHllgF, 

36  ^JSWHi   M|||111P^     General  Fund 

^^SS^^*-"^  23 


Q*i     or***    r\  c\a 
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Samaritan  Regional  Poison  Center,  Arizona 

Areas  of  Coverage:    Central  Arizona 

Approximate  Number  of  Calls  Per  Year:   60,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:    The  Center  has  had  cuts  in  funding  from  its  host  hospital. 

Anticipated  Cuts  in  Funding:   The  host  hospital  announced  in  December 
that  the  Center  will  be  closing  shortly.    If  no  state  funding  can  be  obtained 
(the  Center  currently  receives  no  state  funding)  the  Center  will  close.  The 
Samaritan  Regional  Poison  Center  has  been  working  with  the  Arizona 
Poison  and  Drug  Information  Center  to  try  to  obtain  state  funding  (See  chart 
on  Arizona  Poison  and  Drug  Information  Center). 

Effects  of  Funding  Cuts:    If  either  Center  closes,  the  other  will  close  as  well 
because  one  center  cannot  handle  all  of  the  incoming  calls.   Arizona  has 
the  highest  number  of  human  exposure  calls  per  1000  people  (known  as 
"penetrance"),  indicating  that  if  one  of  the  centers  were  to  close,  the  other, 
already  inadequately  funded,  would  not  be  able  to  provide  services  to 
everyone  in  need. 


Host  Hospital 
76 


Donations 
9 


United  Way 
15 
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Fresno  Regional  Poison  Control  Center,  CA 

Areas  of  Coverage:    Central  California  (7  counties) 

Approximate  Number  of  Calls  Per  Yean  30,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:    In  this  fiscal  year,  the  Center's  budget  was  cut  $300,000. 
But  for  the  intervention  of  another  local  hospital  this  center  would  have 
been  scheduled  to  close  in  April,  1994. 

Anticipated  Cuts  in  Funding:    In  September  1994,  the  Fresno  Community 
Hospital  (host  hospital)  will  no  longer  fund  the  Center  and  auxiliary  funding 
from  another  local  hospital-see  above-will  run  out.  This  represents  a  74% 
funding  cut  and  the  center  will  be  forced  to  close. 

Effects  of  Funding  Cuts:    Educational  and  outreach  services  have  been  cut. 
The  Center  has  had  to  eliminate  emergency  language  translation  (provided 
in  Spanish  and  Asian  languages).  The  Center  has  also  experienced 
reductions  in  personnel. 


Host  Hospital 
74 


Member  Hospitals 
8 
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San  Diego  Regional  Poison  Center,  CA 

Areas  of  Coverage:    2  counties  (San  Diego  and  Imperial) 

Approximate  Number  of  Calls  Per  Yean   55,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:   The  Center  has  had  cuts  by  both  the  state  and  their  host 
hospital.  The  Center  has  lost  approximately  $160,000  -  51 70,000  over  the 
last  three  yaars. 

Anticipated  Cuts  in  Funding:  The  Center  is  stable  for  now,  but  could 
receive  further  cuts  in  the  future. 

Effects  of  Funding  Cuts:  The  Center  has  had  to  eliminate  their  education 
program  and  has  reduced  phone  staffing. 


Host  Hospital 
55 


Donations 
9 


County  of  San  Diego 
16 
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San  Francisco  Bay  Area  Regional  Poison 
Control  Center,  CA 

Areas  of  Coverage:    10  counties  in  California 

Approximate  Number  of  Calls  Per  Year:  60,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:   The  past  two  years  have  seen  a  dramatic  change  in 
funding.   Funds  from  the  state  and  host  hospital  were  cut  a  total  of 
$420,000. 

Anticipated  Cuts  in  Funding:  The  Center  does  not  anticipate  closing,  but 
has  a  diminishing  service  area  (can  no  longer  provide  service  to  as  many 
people). 

Effects  of  Funding  Cuts:   The  Center  has  had  to  lay  off  personnel  as  a  result 
of  the  cuts,  and  has  had  to  eliminate  public  education  efforts.   Many  people 
have  resorted  to  telephoning  91 1  because  of  the  difficulty  in  getting  through 
to  the  Center.  To  combat  closure,  the  Center  has  blocked  public  access  to 
those  counties  that  do  not  contribute  funding. 

Counties 
62 


Private  Contracts 

3 

Donations 

5 


Member  Hospitals 
20 
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Santa  Clara  Valley  Medical  Center  Regional 

Poison  Center,  CA 

Areas  of  Coverage:    30  counties  in  California 

Approximate  Number  of  Calls  Per  Year:   30,000  -  35,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:   The  Center  experiences  cuts  in  funding  every  year. 

Anticipated  Cuts  in  Funding:   Expecting  continued  cuts,  but  not  anticipating 
closure. 

Effects  of  Funding  Cuts:   It  is  hard  to  manage  all  calls. 


Host  Hospital 
51 


FQHC  Payment 
33 
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UC  -  Davis,  Medical  Center  Regional 
Poison  Control  Center,  CA 

Areas  of  Coverage:    26  counties  in  Northeastern  CA 

Approximate  Number  of  Calls  Per  Year:  70,000 

Hours  of  Operation:  24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:  For  several  years  the  Center  has  experienced  annual  2-5% 
cuts. 

Anticipated  Cuts  in  Funding:  None  expected.    The  Center  has  strong  support 
from  its  host  hospital. 

Effects  of  Funding  Cuts:  Funding  cuts  have  been  small  enough  so  that  they 
have  not  affected  the  Center  in  a  significant  way.   Regardless  of  its  stable 
funding  situation,  this  Center  would  like  to  open  up  more  phone  lines. 
They  have  a  34%  busy  signal  rate  (1  out  of  3  consumers  get  a  busy  signal 
when  they  call).    However,  they  do  not  have  enough  staff  to  handle 
additional  phones  lines  and  can  not  get  approval  for  more  personnel  funds. 


Host  Hospitar 
85 
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Rocky  Mountain  Poison  and  Drug  Center,  CO 

Areas  of  Coverage:    Colorado  and  Montana,  and  Las  Vegas,  Nevada 

Approximate  Number  of  Calls  Per  Year:    120,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:   The  Center  has  experienced  two  main  cuts,  one  from  the 
City  of  Denver  and  the  other  from  United  Way. 

Anticipated  Cuts  in  Funding:   The  Center  does  not  expect  any  future  cuts,  as 
legislation  to  provide  total  state  funding  is  in  the  process  of  being  finalized 
(Colorado  has  agreed  to  pay  for  their  share  of  poison  center  operations. 
The  Center  maintains  separate  contracts  with  Montana  and  Nevada). 

Effects  of  Funding  Cuts:  When  the  City  cut  funding,  the  Center  went  to  the 
counties,  threatening  to  cut  off  services  if  each  county  didn't  pay.   55  of  63 
counties  participated.   The  remaining  8  counties  were  large  ones  and  when 
the  Center  then  cut  off  services,  essentially  half  of  the  state  was  cut  off, 
angering  consumers  and  resulting  in  a  large  protest.  The  State  then  took 
action  to  implement  legislation  for  future  funding. 


Contracts  (MO.S.  NE) 


City/County  of  Denver 
11 


Private  Contracts 
29 
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National  Capital  Poison  Center,  Washington,  D.C. 

Areas  of  Coverage:    Washington,  D.C,  portions  of  Virginia  and  Maryland 

Approximate  Number  of  Calls  Per  Year:   50,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:    see  chart  below  for  percentages  (%) 

Cuts  in  Funding:   The  Center  was  facing  closure  this  past  February  but  has 
obtained  a  temporary  reprieve. 

Anticipated  Cuts  in  Funding:   The  Center  has  only  received  enough  funding 
to  keep  them  operating  until  June. 

Effects  of  Funding  Cuts:  Without  further  funding,  the  Center  will  close  in 
June. 


Host  Hospital 
66 


Member  Hospitals 
5 


User  Contributions 
9 


Donations/Contracts 
19 
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The  Florida  Poison  Information  Center  at  Tampa  General  Hospital 

Areas  of  Coverage:    half  of  the  state 

Approximate  Number  of  Calls  Per  Year:   75,000 

Hours  of  Operation:  24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:  The  Center  had  several  funding  problems  in  the  past. 

Anticipated  Cuts  in  Funding:   The  Center  is  currently  anticipating  growth  as 
a  result  of  increased  funds  allocated  by  the  Florida  legislature. 

Effects  of  Funding  Cuts:  The  Center  now  has  a  successful  program,  but  will 
have  to  seek  additional  sources  of  funding,  aside  from  the  state,  since  the 
state  will  not  be  able  to  give  much  more. 
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Georgia  Poison  Center 

Areas  of  coverage:    entire  state 

Approximate  Number  of  Calls  Per  Year:   70,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:    see  chart  below  for  percentages  {%) 

Cuts  in  Funding:   The  Center  was  asked  to  cut  5%  in  1990. 

Anticipated  Cuts  in  Funding:    No  future  cuts  are  anticipated.    The  Center 
regards  itself  as  well-supported  by  the  state  and  is  in  a  stable  condition  with 
respect  to  funding. 

Effects  of  Funding  Cuts:    Not  applicable. 
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Indiana  Poison  Center 

Areas  of  Coverage:    entire  state 

Approximate  Number  of  Calls  Per  Year:   75,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:    see  chart  below  for  percentages  (%) 

Cuts  in  Funding:    No  recent  cuts.. 

Anticipated  Cuts  in  Funding:   None.   The  Center  receives  good  support 
from  the  State  Health  Department. 

Effects  of  Funding  Cuts:   Not  applicable 


Donations 
5 


Hospital  Sponsor  Netwk 
35 
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Maryland  Poison  Center 

Areas  of  Coverage:    entire  state 

Approximate  Number  of  Calls  Per  Year:   54,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:    see  chart  below  for  percentages  (%) 

Cuts  in  Funding:  The  Center's  budget  has  not  increased  since  1986.  That, 
combined  with  an  increasing  number  of  calls  if  the  National  Capital  Poison 
Center  closes,  will  create  problems  for  the  Center. 

Anticipated  Cuts  in  Funding:   Within  the  next  year  and  a  half,  the  Pharmacy 
School  (University  of  Maryland)  will  no  longer  fund  the  Center,  causing  the 
Center  to  lose  its  primary  source  of  funding. 

Effects  of  Funding  Cuts:  The  Center  is  looking  for  a  new  primary  funding 
source.    Educational  services  have  been  cut  back.   If  National  Capital  Poison 
Center  closes,  the  Maryland  Poison  Center  will  receive  an  increased  number 
of  calls,  placing  a  huge  administrative  burden  on  the  Center. 


School  of  Pharmacy 
87 


Donations 

5 


Private  Contracts 
8 


298 


Massachusetts  Poison  Control  System 

Areas  of  Coverage:    entire  state 

Approximate  Number  of  Calls  Per  Year:   47,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:   The  Center  has  had  some  recent  cuts. 

Anticipated  Cuts  in  Funding:   They  do  anticipate  cuts  in  the  future. 

Effects  of  Funding  Cuts:   The  Center  has  had  to  cut  back  on  some 
educational  services,  and  may  have  to  cut  back  in  other  areas  if  other 
funding  sources  are  adequate  to  meet  their  needs. 


Donations/Misc. 
3 
Contracts/Grants 
5 


Member  Hospitals 
18 
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Blodgett  Regional  Poison  Center,  Ml 

Areas  of  Coverage:    The  (616)  area  code. 

Approximate  Number  of  Calls  Per  Year:   36,000  -  40,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:    In  the  last  two  years  the  Center  has  lost  all  funding  from 
the  State  of  Michigan. 

Anticipated  Cuts  in  Funding:  The  Center  is  not  anticipating  future  cuts  yet, 
as  their  host  hospital  will  continue  its  current  level  of  funding. 

Effects  of  Funding  Cuts:  The  Center  used  to  serve  a  much  larger  area  of 
Michigan,  receiving  approximately  52,000  calls.   Because  of  funding  cuts, 
the  Center  had  to  restrict  their  area  of  service  and  hence  the  number  of  calls 
answered,  resulting  in  fewer  people  in  Michigan  being  able  to  reach  any 
poison  center  by  way  of  a  toll  free  number.   The  Center  has  had  to  reduce 
staff  as  well. 


Host  Hospital 
86 


Donations,  Misc. 
3 


United  Way 
11 
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Poison  Control  Center,  Ml 

Areas  of  Coverage:    1 8  counties 

Approximate  Number  of  Calls  Per  Year:    70,000 

API 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:   The  Center  has  not  had  any  recent  cuts,  but  state  funding 


stopped  in  1990. 


Cj 


Anticipated  Cuts  in  Funding:   Future  cuts  are  foreseeable. 

Effects  of  Funding  Cuts:   The  Center  has  had  to  cut  back  in  outreach  and 

educational  services  as  a  result  of  the  loss  of  state  funding.    Future  cuts 

could  result  in  additional  cut  backs  in  staff  and  other  services.  bo 


Host  Hospital 
77 


User  Contributions 
9 


United  Way 
14 
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Hennepin  Regional  Poison  Center,  MN 

Areas  of  Coverage:    West  Metro  area  of  state  (Minneapolis/St.  Paul:  which  is 
made  up  of  7  designated  counties) 

Approximate  Number  of  Calls  Per  Year:    1 1 5,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:   The  Center  has  experienced  recent  cuts  in  funding.   The 
state  cut  some  funding  two  years  ago.   There  was  another  cut  by  the  state 
last  year,  but  the  funding  was  reinstated  at  the  legislative  level.    The  host 
hospital  has  not  yet  made  any  cuts  to  the  poison  center  budget. 

Anticipated  Cuts  in  Funding:  The  Center  does  expect  cuts  to  be  made  at 
both  the  state  and  host  hospital  level  in  the  future. 

Effects  of  Funding  Cuts:   No  effects  are  apparent  yet. 


Host  Hospital 
65 


Federal  Block  Grant 
10 
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Minnesota  Regional  Poison  Center 

Areas  of  Coverage:    All  but  the  West  Metro  area  of  Minnesota 

Approximate  Number  of  Calls  Per  Year:  38,000 

Hours  of  Operation:  .24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:   The  Center  experienced  a  5%  cut  from  the  state 
approximately  one  and  one  half  (1  1/2)  years  ago. 

Anticipated  Cuts  in  Funding:   The  Center  is  not  anticipating  any  future  cuts 
and  is  seeking  state  funding  for  60%  -  100%  of  their  budget  by  August 
1994. 

Effects  of  Funding  Cuts:    Nothing  dramatic. 


Private  Contracts 
60 


Donations 
3 

Federal  Block  Grant 
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Cardinal  Glennon  Children's  Hospital 
Regional  Poison  Center,  MO 

Areas  of  Coverage:    entire  state 

Approximate  Number  of  Calls  Per  Year:   65,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:    There  has  been  a  recent  across-the-board  cut  of  15%. 

Anticipated  Cuts  in  Funding:    Next  year,  the  Center  expects  to  have  to  fight 
to  maintain  current  funding,  as  hospital  revenues  will  be  down  this  year. 

Effects  of  Funding  Cuts:   Some  cut  backs  in  educational  services  have  been 
made,  but  no  other  action  has  been  needed  yet. 


Member  Hospitals 
31 


Host  Hospital 
40 


Private  Contract 
12 


Federal  Block  Grant 
18 
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The  Poison  Center,  Nebraska  and  Wyoming 

Areas  of  Coverage:    Nebraska  and  Wyoming 

Approximate  Number  of  Calls  Per  Year:   35,500 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:   The  Center  was  asked  in  1992  and  1993  to  cut  7%  -  10% 
from  their  original  budget. 

Anticipated  Cuts  in  Funding:    No  future  cuts  are  anticipated  right  now,  and 
the  Center  has  been  assured  by  their  host  hospital  that  cuts  will  not  be 
made  unless  the  situation  worsens  dramatically. 

Effects  of  Funding  Cuts:  The  Center  has  had  to  curtail  public  education 
activities  but  has  not  yet  had  to  reduce  staff  or  phones. 


Host  Hospital 
49 


Contracts  w/  Wyoming 
6 


Endowment  Earnings 
9 

Children's  Hosp.  FOun. 
36 
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New  Jersey  Poison  Information  and 
Education  System 

Areas  of  Coverage:    entire  state 

Approximate  Number  of  Calls  Per  Year:    79,800 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:    The  Center  has  not  experienced  cuts  in  funds  for  poison 
control  services;  it  has  had  cuts  in  their  AIDS  hotline  operated  out  of  the 
same  system.   The  State  requires  hospitals  to  contribute  an  amount  based  on 
call  volume  changes  and  the  rate  of  inflation.   With  85  hospitals 
participating,  the  Center  receives  approximately  $1.4  million  from  that 
program. 

Anticipated  Cuts  in  Funding:   No  anticipated  cuts. 

Effects  of  Funding  Cuts:    Not  applicable. 


Member  Hospitals 
60 


Oonatlons 

7 
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New  Mexico  Poison  and  Drug  Information  Center 

Areas  of  Coverage:    entire  state 

Approximate  Number  of  Calls  Per  Yean   50,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:   The  Center  is  stable  at  the  moment;  funding  for  the  Center 
is  a  line  item  in  the  University  of  New  Mexico  budget. 

Anticipated  Cuts  in  Funding:   The  Center  is  not  anticipating  any  cuts  this 
year,  but  foresees  problems  for  next  year. 

Effects  of  Funding  Cuts:   There  is  anticipation  of  problems  in  the  future 
because  there  has  been  a  9%  increase  in  utilization  by  the  public,  and  only 
a  6%  increase  in  funding.   This  mismatch  between  resources  and  demand,  if 
it  continues,  could  create  problems  for  the  Center. 


Private  Contracts 

7 
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Hudson  Valley  Poison  Center,  NY 

Areas  of  Coverage:    24  counties  in  East  new  York 

Approximate  Number  of  Calls  Per  Year:   35,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:  The  Center  has  not  had  any  cuts,  because  all  of  New 
York's  poison  centers,  with  the  exception  of  New  York  City,  are  funded 
through  special  legislation  passed  in  1986. 

Anticipated  Cuts  in  Funding:   The  Center  does  not  anticipate  any  future 
cuts.    It  is  continuing  talks  with  the  State  to  make  improvements  in  the 
future,  such  as  how  to  maintain  poison  center  funding  in  a  managed  care 
environment. 

Effects  of  Funding  Cuts:   Not  applicable. 


Medicaid 
45 


Insurance  Co.  Pmts 
55 
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Long  Island  Regional  Poison  Control  Center,  NY 

Areas  of  Coverage:    Long  Island,  Nassau  and  Suffolk  counties 
Approximate  Number  of  Calls  Per  Year:   55,000 
Hours  of  Operation:    24  hours,  7  days  a  week 
Funding  Sources:  see  chart  below  for  percentages  (%) 
Cuts  in  Funding:   See  above,  Hudson  Valley  Poison  Center 
Anticipated  Cuts  in  Funding:   See  above. 
Effects  of  Funding  Cuts:   Not  applicable. 


Medicaid 
45 


Insurance  Co.  Pmts 
55 
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New  York  City  Poison  Control  Center,  NY 

Areas  of  Coverage:    Five  boroughs  of  New  York  City 

Approximate  Number  of  Calls  Per  Year:   72,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:   The  Center  experiences  cuts  every  year. 

Anticipated  Cuts  in  Funding:   The  Center  expects  to  continue  to  lose 
between  5%  and  10%  per  year. 

Effects  of  Funding  Cuts:   The  Center  can  no  longer  provide  the  same  level 
of  service.   The  Center  has  only  minimal  outreach  efforts  and  can  no  longer 
reach  the  populations  at  highest  risk  (children  and  the  elderly)  as  easily. 
The  waiting  time  for  people  who  call  the  Center  has  increased,  due  to  a 
combination  of  less  people  available  to  answer  the  phones  and  more  calls 
coming  in. 


Medicaid 
65 


Insurance  Co.  Pmts 
30 
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Central  Ohio  Poison  Center 

Areas  of  Coverage:    33  counties  in  Central  and  Southeast  Ohio 

Approximate  Number  of  Calls  Per  Yean  42,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:   Some  cuts  have  just  been  made,  but  these  were  not 
dramatic. 

Anticipated  Cuts  in  Funding:   The  Center  is  not  anticipating  any  large  cuts 
in  the  future. 

Effects  of  Funding  Cuts:   It  is  too  early  to  tell  the  final  impact  that  the  recent 
cuts  have  had  on  the  Center,  but  the  Center  has  had  to  cut  back  on  some 
staff  and  on  their  operational  budget. 


Host  Hospital 
74 


United  Way 
8 


Member  Hospitals 
.    13 


311 


Cincinnati  Drug  &  Poison  Information 
Center  anc  Regional  Poison  Control  System,  Ohio 

Areas  of  Coverage:    Southwest  Ohio,  East  Indiana,  North  Kentucky 
(occasionally) 

Approximate  Number  of  Calls  Per  Yean   1 1 9,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Note:  Of  the  Center's  5345,000  budget  shown  below,  only 
SI  23,067  of  revenue  is  actually  designated  as  poison 
control  revenue. 

Cuts  in  Funding:   The  Center  has  never  been  adequately  funded. 

Anticipated  Cuts  in  Funding:  The  Center  is  not  anticipating  any  cuts  in 
particular.   However,  if  any  one  of  their  contracts  is  removed  the  Center 
would  be  in  a  drastic  state. 

Effects  of  Funding  Cuts:  As  a  result  of  inadequate  funds,  the  Center  has 
used  revenues  intended  for  other  services  to  assure  continuation  of  poison 
center  services. 


Donations 

5 


Univ/Spon.  Hospital 
22 


Member  Hospitals 
12 


Contracts 
37 


City  of  Cincinnati 
3 
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Oregon  Poison  Center 


\ 


Areas  of  Coverage:    entire  state 

Approximate  Number  of  Calls  Per  Yean   53,000 

Hours  of  Operation:    24  hours,  7  days 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:   No  drastic  cuts  yet,  just  the  "normal"  1%  per  year 
decrease. 

Anticipated  Cuts  in  Funding:   Does  not  anticipate  a  problem,  but  does  see 
the  potential  for  one  eventually. 

Effects  of  Funding  Cuts:   No  cuts  serious  enough  to  have  real  effects. 
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Central  Pennsylvania  Poison  Center 

Areas  of  Coverage:    33  counties  in  Central  Pennsylvania 

Approximate  Number  of  Calls  Per  Year:    32,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:   The  Center  does  not  always  get  line  item  funding  from  the 
State,  and  must  fight  for  it.   The  State  came  up  $200,000  short  last  year 
from  what  the  Center  needed  and  the  Center's  host  hospital  had  to  make  up 
the  difference  to  keep  the  Center  operating. 

Anticipated  Cuts  in  Funding:    Not  anticipating  future  cuts  in  funding. 

Effects  of  Funding  Cuts:   The  state  is  in  a  major  cost  reduction  stage  right 
now.    If  call  volume  continues  to  increase,  as  it  has  in  the  past,  and.  funding 
is  held  at  the  current  level,  the  Center  will  no  longer  be  able  to  provide  the 
same  level  of  service.   Also,  four  of  Pennsylvania's  seven  poison  centers 
closed  in  1991.   The  remaining  three  centers  must  now  handle  the  overflow 
of  calls  from  all  of  those  areas  no  longer  serviced  by  the  closed  centers. 


Host  Hospital  44 


Stats  38 


Non-member  fees  2 
Donations   3 


Member  Hospitals   14 
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Pittsburgh  Poison  Center,  PA 

Areas  of  Coverage:    Western  End  of  Pennsylvania 

Approximate  Number  of  Calls  Per  Year   65,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:   The  funding  the  Center  receives  from  the  State  has  been 
reduced.   In  1992,  the  Center  received  no  state  funding.   In  1993,  funding 
from  the  state  was  reduced  from  the  amount  received  in  1991,  while  the 
service  area  increased  as  a  result  of  the  closure  of  4  poison  centers  in 
Pennsylvania. 

Anticipated  Cuts  in  Funding:   The  Center  does  anticipate  future  cuts  from   " 
the  state. 

Effects  of  Funding  Cuts:   The  Center  cut  back  educational  outreach  services. 
It  can  no  longer  provide  the  same  level  of  service  -  people  calling  in  have  to 
wait  longer  before  being  able  to  talk  to  someone. 


Member  Hospitals 
29 


Ins.  Co.  Pmts 
15 


Private  Contracts 
25 
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The  Poison  Control  Center, 
Southeastern  PA  and  DE 

Areas  or  Coverage:    Southeast  Pennsylvania  and  Delaware 

Approximate  Number  or"  Calls  Per  Year:    55,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (*o) 

Cuts  in  Funding:   It  is  rare  that  the  Center  is  included  as  a  line  item  in  the  State's  budget. 
In  Pennsylvania  the  Governor  provides  discretionary  funds  that  state  Senators  and 
Representatives  can  allocate  for  a  variety  of  services,  including  poison  control.   The 
Poison  Control  Center  has  to  compete  with  many  others  projects  for  funding  and  often 
does  not  receive  enough  funds  to  cover  their  budget.    In  fiscal  year  1993  the  Center 
experienced  a  $500,000  cut  in  its  budget. 

Anticipated  Cuts  in  Funding:  The  Center  will  probably  remain  stable  this  year. 

Effects  of  Funding  Cuts:    The  staff  must  constantly  struggle  to  maintain  some  sort  of 
funding  for  the  Center.    Because  the  Children's  Hospital  picks  up  the  surplus  of  funding 
that  the  Center  cannot  receive  elsewhere,  the  Center  now  "owes"  the  Hospital 
approximately  $736,000.    Also  another  local  poison  center,  Lehigh  Valley  Poison  Center, 
closed  and  The  Poison  Control  Center  has  had  to  absorb  an  additional  10,000-14,000 
calls  per  year.    It  is  not  uncommon  to  have  callers  on  hold  while  staff  determines  which 
calls  need  priority  attention.   Their  education  services  have  also  diminished. 
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Rhode  Island  Poison  Center 

Areas  of  Coverage:    entire  state 

Approximate  Number  of  Calls  Per  Year:   25,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:    Because  the  poison  center  is  an  operational  division  of 
Rhode  Island  Hospital,  they  receive  their  funding  through  the  hospital,  and 
have  not  yet  experienced  any  dramatic  cuts. 

Anticipated  Cuts  in  Funding:   Consultants  to  the  hospital  are  recommending 
that  the  poison  center  be  closed  in  order  to  reduce  costs. 

Effects  of  Funding  Cuts:   If  the  Center  closes,  there  no  longer  would  be  any 
poison  center  service  to  Rhode  Island. 


Host  Hospital 
100 
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North  Texas  Poison  Center 

Areas  of  Coverage:    33  counties  in  Texas 

Approximate  Number  of  Calls  Per  Year:   53,720 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (7o) 

Cuts  in  Funding:   The  Center  did  experience  some  cuts  in  funding. 

Anticipated  Cuts  in  Funding:   The  Center  is  not  anticipating  any  future  cuts 
in  funding  as  a  result  of  a  new  law  that  will  take  effect  in  September  of 
1994,  whereby  the  counties  are  charged  for  using  the  poison  center's 
services. 

Effects  of  Funding  Cuts:    It  can  no  longer  provide  public  education  services. 


Counties 
100 
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Texas  State  Poison  Center 

Areas  of  Coverage:  254  counties  iThis  encompasses  all  but  29  counties  in 
the  state) 

Approximate  Number  of  Calls  Per  Year:   182,500  (500/day) 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:    see  chart  below  for  percentages  (%) 

Cuts  sn  Funding:   see  North  Texas  Poison  Center. 

Anticipated  Cuts  in  Funding:  Not  applicable. 

Effects  of  Funding  Cuts:    No  longer  applicable 


Host  Hospital 
50 
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Utah  Poison  Control  Center 

Areas  or  Coverage:    entire  state 

Approximate  Number  of  Calls  Per  Year:    36,000 

Hours  of  Operation:    24 -hours,  7  days  a  week 

Funding  Sources:  see  chart  below  for  percentages  (%) 

Cuts  in  Funding:   The  Center  has  not  had  any  funding  cuts;  it  had  a  funding 
increase  this  past  year. 

Anticipated  Cuts  in  Funding:   While  the  Center  has  been  given  an 
appropriation  from  the  state,  it  has  been  asked  to  look  at  alternative  funding 
sources  because  the  State  Health  Department,  which  funds  the  Center  now, 
cannot  continue  to  do  so  at  this  level  for  very  long. 

Effects  of  Funding  Cuts:   There  is  not  a  lot  of  room  to  make  cuts,  and  if  the 
Center  were  faced  with  serious  cuts  in  funding,  it  would  probably  have  to 
close. 


Federal  Block  Grant 
54 


Medicaid 
13 


320 

Blue  Ridge  Poison  Center,  VA 

Areas  of  Coverage:    Central,  Western  and  Southern  Virginia 

Approximate  Number  of  Calls  Per  Year:    18,000 

Hours  of  Operation:    24  hours,  7  days  a  week 

Funding  Sources:    see  chart  below  for  percentages  (%) 

Cuts  in  Funding:   The  last  cut  the  Center  received  was  two  years  ago.  The 
situation  has  not  gotten  any  worse,  but  the  Center  is  inadequately  funded  at 
present. 

Anticipated  Cuts  in  Funding:   The  Center  is  not  expecting  any  future  cuts. 
However,  if  the  National  Capital  Poison  Center  closes  and  Blue  Ridge 
receives  no  increase  in  funding,  it  will  be  hard  for  the  Center  to  maintain  its 
current  level  of  service. 

Effects  of  Funding  Cuts:    It  has  been  difficult  for  the  Center  to  provide 
adequate  services  to  all  those  calling  in.  The  Center  can  only  answer  calls 
now,  and  has  cut  out  ail  educational/outreach  services.   Funding  from  the 
host  hospital  is  waning  and  the  Center  anticipates  closing  in  the  next  five 
months  if  the  situation  does  not  improve. 


Host  Hospital 
100 
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West  Virginia  Poison  Center 

Areas  of  Coverage:    entire  state 

Approximate  Number  of  Calls  Per  Year:   28,000 

Hours  of  Operation:    24  hours/day,  7  days  a  week 

Funding  Sources:    see  chart  below  for  percentages  (%) 

Cuts  in  Funding:    The  Center  experienced  a  10%  cut  in  funding  last  year 
from  the  legislature. 

Anticipated  Cuts  in  Funding:   No  future  cuts  are  expected. 

Effects  of  Funding  Cuts:  The  Center  cannot  increase  staff  salaries  and  it  has 
been  hard  to  hire  needed  specialists.   The  Center  has  not  yet  had  to  cut 
back  on  any  services. 


School  of  Pharmacy 
30 


Private  Contracts 
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FLORIDA 

POISON 

INFORMATION 

CENTER/ 

JACKSONVILLE 

At  University  Medical  Center 


655  West  Eighth  Street 
Jacksonville.  Florida  32209 

Administrative  Office  (904)  549-4465 
Poison  Information  and  Emergency 

Duval  County  (904)  549-4480 

Florida  (1-800)  282-3171 

Fax  (904)  549-4063 


March  3,  1994 


Bill  M.  Layden 

Member,  Human  Resources  and  Inter-Governmental  Relations  Subcommittee 

House  Government  Operations  Committee 

B-372  Rayburn  House  Office  Building 

Washington,  D.C.    20515 


Dear  Mr.  Layden: 


On  behalf  of  the  Florida  Poison  Information  Network,  we  would  like  to  take  this  opportunity  to 
thank  you  once  again  for  showing  a  considerable  amount  of  interest  in  the  current  plight  of 
poison  information  centers  nationwide.  Your  presence  at  the  last  annual  meeting  of  the  American 
Association  of  Poison  Control  Centers  and  the  genuine  interest  you  displayed  for  this  concept 
was  much  appreciated.  For  those  of  us  who  have  been  in  this  line  of  work  for  a  while,  any 
interest  on  the  national  level  is  considered  a  major  accomplishment.  As  per  Dr.  Schiebler's 
request,  we  have  prepared  the  attached  document  encompassing  the  history,  current  operational 
scheme,  and  future  objectives  of  the  Florida  Poison  Information  Network.  It  is  the  hope  of  the 
three  Center  directors  that  you  find  this  information  useful  and  beneficial  to  "our"  cause.  Please 
do  not  hesitate  to  contact  us  should  you  require  clarification  or  any  further  information 
concerning  the  state  of  the  poison  information  system  in  Florida. 


JayU..  S4hauben,  Pharm.D.,  A.BA.T. 

Director,  Florida  Poison  Information  Center 

University  Medical  Center 

Clinical  Professor 

College  of  Pharmacy,  and 

Division  of  Emergency  Medicine,  College  of  Medicine 

University  of  Florida  Health  Science  Center/Jacksonville 


Karolyn   K.  Fox 

Program  Assistant 

Florida  Poison  Information  Center 

University  Medical  Center 


Gerold  Schiebler,  M.D. 
John  Gregg 
M.  Peter  Pevonka,  M.S. 
Thomas  Keith,  Pharm.D. 
David  Vukich,  M.D. 
Penny  Thompson 


Louis  Russo,  M.D. 
Sven  Normann,  Pharm.D. 
Joseph  Spillane,  Pharm.D. 
E.  Russell  Jackson 
Paul  Wharton,  Ph  D. 
Mittie  Moffitt,  R.N. 


The  Florida  Poison  Information  Center/  Jacksonville  Is  a  cooperative  effort  between 

the  University  of  Florida  College  of  Pharmacy,  University  Medical  Center,  the  University  of  Florida  Health  Science  Center/ 

Jacksonville  &  the  State  of  Florida.  Department  of  Health  and  Rehabilitative  Services.  Chlldren*s  Medical  Services 
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The  Florida  Poison  Information  Network  (FPIN)  provides  an  invaluable  service  to  the  citizens  of 
Florida  by  offering  poison  prevention  and  management  information  through  a  statewide,  toll-free 
hotline  which  is  open  24-hours  a  day,  seven  days  a  week.  Established  by  the  passage  of  Florida 
Statute  395-038  in  1989  (see  Attachment  A),  the  Network  was  developed  in  response  to  Florida's 
overwhelming  need  for  emergency  poison  information. 

The  decision  to  establish  a  statewide  network  of  three  centers  in  the  northern,  central  and 
southern  regions  of  the  state  was  supported  by  an  analysis  of  statistical  information  on  call  and 
penetrance  data  as  supplied  by  the  Florida  Poison  Information  Center  at  the  Tampa  General 
Hospital.    FPIN  currently  incorporates  three  centers  in  Jacksonville,  Miami  and  Tampa. 

Poisoning  is  one  of  the  leading  causes  of  health  emergencies  for  children  in  Florida,  ranking  fifth 
on  Florida's  accidental  death  list.  Ninety  percent  of  poison  exposures  are  accidental  and  can  be 
prevented  with  public  education  and  awareness  of  poison  prevention.  Data  from  the  American 
Association  of  Poison  Control  Centers  (AAPCC)  reveals  that  poison  centers  can  treat  70-75%  of 
callers  inexpensively  at  home,  preventing  needless  and  costly  emergency  room  visits.  The 
elimination  of  unnecessary  hospital  visits  results  in  overall  health  care  savings.  Studies  have 
shown  that  every  $1  spent  on  a  poison  center  can  result  in  a  $4-$9  savings  in  overall  health  care 
dollars  spent  on  this  problem. 


HISTORICAL  HIGHLIGHTS 

The  development  and  organization  of  poison  information  centers  dates  back  to  1952,  when  the 
American  Academy  of  Pediatrics  conducted  a  study  which  showed  that  51%  of  all  reported  child 
accidents  were  related  to  poisoning.  As  a  result  of  the  identified  need  for  poisoning  information, 
the  first  poison  control  center  was  opened  in  Chicago  in  1953-  Similar  centers  which  provided 
information,  treatment  and  prevention  of  poisoning  accidents  soon  opened  throughout  the 
country.  In  1956,  the  National  Clearinghouse  for  Poison  Control  Centers  was  established  under 
the  auspices  of  the  US  Public  Health  Service,  Accident  Prevention  Program.  The  Clearinghouse 
served  as  a  collection  agency  for  information  on  poisons  and  potential  poisons  and  compiled  data 
from  individual  poisoning  reports. 

The  following  chronology  provides  an  historical  overview  of  the  development  of  the  Florida 
poison  information  center  system. 

1962  The  Accident  Prevention  Program,  which  was  created  within  the  Bureau  of  Local  Health 
Services  of  the  State  Board  of  Health  in  1961,  initiated  formalized  poison  control  activities 
in  Florida. 

1963  In  an  effort  to  increase  the  reporting  of  poison  incidents,  representatives  of  the  Accident 
Prevention  Program  visited  poison  control  centers  in  Florida  hospitals.  Twenty  poison 
control  centers  and  12  auxiliary  centers  existed  in  the  state  at  this  time. 
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1969  The  Emergency  Medical  Services  Program  was  created  within  the  State  Department  of 
Health  and  assumed  responsibility  for  poison  control  activities  in  Florida.  At  this  time, 
Poison  Prevention  Week  was  still  designated  by  the  Governor,  and  various  educational 
programs  promoted  poison  prevention  throughout  the  State. 

1974  $250,000  was  appropriated  by  the  State  Legislature  to  fund  a  statewide  poison 
information  system  which  was  to  operate  through  the  Drug  Information  and  Pharmacy 
Resource  Center  at  the  University  of  Florida.  However,  due  to  state  budget  cuts,  this 
appropriation  was  subsequently  eliminated,  precluding  the  opening  of  the  center. 

1982  The  Florida  Medical  Foundation  Emergency  Medical  Project  established  the 
Poisoning/Toxicology  Committee  to  review  the  status  of  emergency  and  critical  care 
services  in  Florida  and  formulate  a  plan  for  the  next  five  years.  The  Committee  also  was 
charged  to  establish  standards  of  critical  care  in  Florida  with  regard  to  poisoning  and 
toxicology  services. 

Through  this  project,  the  Committee  identified  28  self-designated  poison  information 
centers  in  Florida.  This  study  noted  that  the  State  had  no  statutory  authority  to  designate 
or  oversee  these  centers  or  establish  standards  for  operation.  Additionally,  the  centers 
lacked  consistency  in  training  procedures  and  uniformity  in  the  dissemination  of  poison 
management  advice.  The  centers  also  needed  a  coordination  of  public  education 
programs  as  well  as  a  central  information  resource  and  data  collection  system. 

Recognizing  these  weaknesses,  the  Committee  recommended  the  enactment  of  legislation 
in  1983  which  would  provide  statutory  authority  for  the  Department  of  Health  and 
Rehabilitative  Services  (HRS)  to  regulate  poison  control  and  information  centers.  The 
Committee  recommended  that  HRS  should  set  standards  based  on  those  established  by 
the  AAPCC  and  provide  funding  for  24-hour  service  for  one  center  by  the  end  of  1984. 
Funding  for  four  to  six  additional  regional  centers  was  to  be  appropriated  by  1988. 
However,  legislation  in  accordance  with  these  recommendations  was  not  drafted  at  this 
time. 

In  the  midst  of  this  statewide  evaluation  of  organized  poison  control  center  efforts, 
Tampa  General  Hospital  opened  the  Tampa  Bay  Regional  Poison  Control  Center,  which 
served  Hillsborough,  Pasco,  Pinellas  and  Polk  counties.  During  its  first  year  of  operation, 
this  center  received  over  19,000  calls. 

1984  The  Tampa  Center  was  accredited  as  a  Regional  Poison  Center  by  the  American 
Association  of  Poison  Control  Centers. 

1985  In  Jacksonville,  a  regional  clinical  toxicology  service  was  established  at  University  Medical 
Center.  Funded  by  University  Medical  Center,  this  service  provided  poison  management 
information  to  health  care  professionals  in  the  region  upon  request.  The  Tampa  Center 
received  limited  supplemental  funding  from  the  State  Department  of  Health  and 
Rehabilitative  Services/Children's  Medical  Services  (HRS/CMS)  during  this  year. 
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1987  State  funding  for  University  Medical  Center's  clinical  toxicology  service  was  appropriated 
through  HRS/CMS,  which  provided  for  the  expansion  of  the  service,  the  planning  of  a 
second  center  and  the  initiation  of  a  public  education  program. 

The  Tampa  Center  continued  to  receive  limited  state  funding.  Subsequent  to  the 
utilization  of  the  statewide  toll-free  (800)  number,  the  Tampa  Center  was  managing  calls 
from  all  67  counties  in  Florida. 

1988  The  Florida  Poison  Information  Center/Tampa  (FPIC/Tampa)  was  recertified  by  AAPCC 
on  a  one-year  probationary  basis  due  non-compliance  with  AAPCC  criteria.  The  Center 
call  volume/FTE  ratio  was  too  high,  and  the  Center  covered  an  excessive  size  of 
geographic  area  and  service  population  base.  That  condition,  if  allowed  to  persist 
without  modification,  would  have  had  a  direct  impact  on  patient  care  as  well  as 
prevention  and  educational  benefits  to  the  public. 

1989  In  addition  to  the  Tampa  Center,  which  was  still  the  only  accredited  poison  control  center 
in  Florida,  nine  self-designated  centers  existed  in  Florida.  With  a  narrow  scope  of 
operation  and  limited  resources,  these  self-designated  centers  did  not  have  specially 
trained  personnel  to  handle  the  calls. 

The  Legislature  authorized  the  establishment  of  a  Child  Safety  Committee  to  study 
accidental  deaths  and  injuries  involving  children.  The  Poison  Control  Subcommittee  of 
this  group  recommended  that  based  upon  the  geographic  and  population  diversity  of  the 
state,  Florida's  poison  management  system  would  require  45  FTEs  of  specialists  in  poison 
information  to  handle  the  14  million  Floridians.  Establishing  a  poison  center  in  the 
northern,  central  and  southern  regions  would  adequately  meet  the  needs  of  the  state. 

Legislation  was  then  drafted  to  include  the  design  of  three  poison  centers,  working  under 
the  auspices  of  the  Florida  Department  of  Health  and  Rehabilitative  Services,  Children's 
Medical  Services.  In  addition  to  the  existing  FPIC/Tampa,  the  University  of  Florida 
College  of  Pharmacy,  in  conjunction  with  University  Medical  Center  in  Jacksonville,  was 
to  develop  the  second  center  which  would  serve  the  northern  and  eastern  coastal  regions 
of  the  state.  The  University  of  Miami  Department  of  Pediatrics  and  Jackson  Memorial 
Hospital  would  phase  in  the  third  arm  of  the  statewide  network. 

In  1989,  this  legislation  passed  but  lacked  appropriate  funding  to  establish  the  network. 

1990  The  Child  Safety  Committee  issued  its  final  report  which  reinforced  the  1989  legislation 
regarding  the  establishment  of  a  statewide  network  of  three  poison  information  centers. 
However  the  Legislature  did  not  appropriate  the  significant  increase  in  funding  required 
to  implement  the  full  network.  FPIC/Tampa  was  in  jeopardy  of  losing  its  accreditation, 
and  Tampa  General  Hospital  struggled  to  provide  funding  for  the  poison  center.  Only 
limited  state  funding  was  provided. 

1992  Reallocation  of  existing  state  monies  and  additional  support  from  University  Medical 
Center  allowed  the  Florida  Poison  Information  Center/Jacksonville  (FPIC/Jax)  to  open 
part-time  in  March.   Prior  to  the  opening  of  the  second  center  in  Jacksonville,  the  Tampa 


326 


Center  was  responding  to  calls  from  the  entire  14  million  residents  in  the  State  accruing 
over  100,000  calls  in  1992. 

7995  increased  state  funding  in  fiscal  year  1992-93  allowed  for  FPIC/Jax  to  begin  full-time 
operation  in  January,  adopting  the  statewide  toll-free  access  telephone  number.  The  State 
Legislature  appropriated  $2.2  million  for  the  1993-94  fiscal  year  to  provide  continuation 
funding  for  the  two  operational  centers  and  increased  developmental  funding  for  the 
planned  center  in  Miami. 

1994  The  opening  of  FPIC/Miami  is  scheduled  for  the  Spring  of  1994.  Opening  this  center  will 
fulfill  Florida's  poison  information  needs  and  allow  all  three  centers  to  work  cooperatively 
to  reduce  accidental  poisonings  in  the  state  and  to  provide  accurate  and  timely  poison 
prevention  and  management  information. 

The  State  Division  of  Communications  also  is  exploring  the  possibility  of  mandating  all 
9-1-1  systems  to  work  with  the  Florida  Poison  Information  Network  to  initially  triage 
poison  calls  to  the  appropriate  poison  information  center  for  assessment. 

ANTICIPATED  LEGISTATION  FOR  1994-95 

The  State  Public  Service  Commission  has  altered  a  regulation  which  will  allow  the  Florida  Poison 
Information  Network's  toll-free  number  to  be  placed  on  the  inside  front  cover  of  all  Florida 
telephone  books. 

On  another  front,  the  Florida  Poison  Information  Network  is  attempting  to  limit  a  facility's  use 
of  the  term  "Poison  Control  Center"  to  those  centers  which  meet  specific  criteria  as  defined  by 
the  state  and  the  AAPCC. 

Additionally,  the  Network  will  work  to  obtain  limited  liability  through  proposed  changes  to  the 
Statute. 


CURRENT  OPERATIONS 

The  network  of  poison  centers  are  open  24-hours  a  day,  seven  days  a  week.  Residents  of  Florida 
have  access  to  the  Network  by  calling  toll-free  1-800-282-3171.  At  each  center,  calls  are  answered 
by  specially  trained  nurses,  pharmacists,  toxicology  fellows  and  on-call  board  certified 
toxicologists  who  have  computerized  access  to  the  latest,  in-depth  poison  assessment  and 
management  techniques.  The  centers  provide  comprehensive  poison  information  and  treatment 
resources  to  health  care  professionals  and  the  general  public  in  the  state  of  Florida.  FPIN 
provides  consultations  to  all  health  care  professionals  and  offers  educational  programs  at  health 
care  facilities,  schools,  daycare  centers,  and  other  civic  and  business  organizations.  The  Network 
strives  to  decrease  the  number  of  accidental  poisonings  in  Florida  by  providing  these  programs 
and  distributing  poison  prevention  educational  materials. 
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The  impact  of  the  second  operational  center  in  Jacksonville  has  had  an  unequivocal  effect  on  the 
overburdened  network.  The  call  volume  overload  on  the  Tampa  Center  has  been  lightened 
slightly  (from  300  calls/day  to  200  calls/day).  There  has  been  a  concurrent  steady  increase  in 
the  Jacksonville  Center's  call  volume  (now  150  calls/day).  The  busy  signal  rate  on  the  toll-free 
lines  into  FPIC/Tampa  has  decreased  from  40%  to  20%.  While  this  is  an  obvious  improvement, 
continued  progression  in  service  enhancement  is  needed  as  more  poison  victims  in  Florida  are 
still  finding  it  difficult  to  reach  a  poison  center  in  an  emergency.  Likewise,  FPlC/Jax  has  now 
built  up  a  7%  busy  signal  rate  and,  similar  to  the  Tampa  Center,  cannot  respond  to  the  increased 
demand  due  to  current  funding-related  staffing  limitations.  It  is  estimated  that  the  120,000  calls 
per  year  currently  being  handled  by  the  two  operating  centers  will  grow  to  250,000  calls  per  year 
within  the  next  few  years  as  Florida  residents  learn  more  about  poison  prevention  and  the 
existence  of  FPIN. 

Public  education  programs  are  a  crucial  component  of  FPIN's  efforts  to  reduce  accidental 
poisonings  and  provide  educational  information  to  the  general  public  and  health  care  community. 
Through  these  programs,  the  goals,  capabilities  and  activities  of  FPIN  are  conveyed  to  Floridians 
of  all  ages.  It  is  estimated  that  approximately  90%  of  poison  exposures  are  accidental.  These 
accidents  can  be  avoided  with  poison  prevention  awareness  provided  through  FPIN's  educational 
programs. 

The  Poison  Information  Network  currently  answers  over  350  poison  information  calls  a  day  from 
residents  throughout  the  state  and  manages  72  percent  of  all  poisoning  incidents  in  the  home. 
While  the  three  centers  are  funded  through  Children's  Medical  Services  (see  Attachment  B),  each 
affiliated  hospital  contributes  to  the  programs.  Additionally,  local  businesses  and  organizations 
provide  monetary  and  in-kind  donations  to  assist  in  costs  associated  with  various  projects, 
including  the  implementation  of  regional  awareness  campaigns  and  the  production  of  educational 
materials. 

Florida  Poison  Information  Center/Jacksonville 

FPIC/Jax  was  established  as  a  cooperative  effort  between  the  University  of  Florida  College  of 
Pharmacy,  University  Medical  Center,  the  University  of  Florida  Health  Science  Center/Jacksonville 
and  the  State  of  Florida,  Department  of  Health  and  Rehabilitative  Services,  Children's  Medical 
Services  (HRS/CMS).  FPIC/Jacksonville  responds  to  calls  from  the  904  area  code  vicinity.  In 
1993,  FPIC/Jacksonville  also  began  to  handle  the  calls  from  Brevard  and  Broward  counties  to 
alleviate  the  overload  on  the  Tampa  system.  FPIC/Jax  responded  to  over  31,000  calls  in  1993 
and  conducted  196  public  and  health  professional  educational  programs. 

Florida  Poison  Information  Center/Miami 

The  University  of  Miami,  Department  of  Pediatrics,  in  conjunction  with  Jackson  Memorial  Hospital 
in  Miami  and  HRS/CMS,  has  begun  program  development  for  the  third  arm  of  the  statewide 
network  scheduled  to  assist,  on  a  part-time  basis  initially,  the  southern  part  of  the  state  in  the 
Spring  of  1994.  FPIC/Miami  is  currently  available  on  a  limited  basis  to  health  care  professionals 
throughout  Dade,  Broward  and  Monroe  counties  for  consultation  on  poisoning  cases. 
FPIC/Miami  provided  59  public  and  health  professional  educational  programs  during  fiscal  year 
1992-93. 
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Florida  Poison  Information  Center/Tampa 

A  cooperative  effort  of  the  University  of  South  Florida  College  of  Medicine,  Tampa  General 
Hospital  and  HRS/CMS,  FPIC/Tampa  presently  answers  calls  from  the  305,  407  and  813  area 
codes.  In  1993,  FPIC/Tampa  answered  over  79,000  calls.  FPIC/Tampa  staff  conducted  109 
programs  for  the  public  and  medical  professionals.  In  1994,  the  Center  plans  to  increase 
community  education  and  outreach,  upgrade  medical  records  data  collection  and  analysis 
abilities,  and  obtain  proper  staffing  levels  to  maintain  the  quality  of  care  for  the  volume  of  cases 
handled. 


FUTURE  PLANS 

The  success  of  the  Florida  Poison  Information  Network  is  dependent  upon  continued  state 
funding  and  resources  to  adequately  meet  the  poisoning  emergency  and  information  needs  of 
Floridians.  Currently,  the  State  Legislature  is  considering  an  additional  $807,000  appropriation 
for  the  Children's  Medical  Services  budget  to  complete  the  implementation  of  the  Florida  Poison 
Information  Network.  This  will  bring  the  current  funding  base  of  approximately  $2.2  million  to 
$31  million.  This  additional  revenue  will  provide  for  the  implementation  of  a  statewide  data 
analysis  system,  permit  all  three  centers  to  attain  full  operational  status  and  allow  each  center  to 
meet  national  accreditation  standards. 

To  enhance  the  data  collection  and  analysis  abilities  of  the  system,  a  data  coordinator  for  the 
Network  will  be  hired  in  the  spring  of  1994  to  assist  in  the  development,  implementation  and 
maintenance  of  the  statewide  data  analysis  system  for  FPIN  and  cooperative  agencies. 

An  expansion  of  the  Regional  Poison  Awareness  Campaigns  throughout  Florida  is  another  priority 
of  the  Network.  In  a  pilot  project,  the  Marion  County  Commission  has  joined  forced  with 
FPIC/Jax  to  develop  a  satellite  public  education  system.  The  Commission  has  authorized  the  use 
of  a  county-funded  Department  of  Education  position  for  poison  prevention/public  education 
and  awareness  programming  under  the  auspices  of  FPIC/Jax.  The  Network  plans  to  duplicate 
this  model  partnership  throughout  the  state. 

With  a  current  population  of  13,642,540,  and  approximately  one  million  visitors  each  day, 
Florida's  total  service  population  is  approaching  15  million  people.  The  American  Association  of 
Poison  Control  Centers  considers  the  appropriate  population  base  for  a  service  area  to  be 
approximately  five  million  people.  Thus,  one  center  for  ever  five  million  individuals  would 
require  three  centers  strategically  placed  within  the  state  to  provide  adequate  coverage.  If 
Florida's  population  continues  to  grow  at  the  current  rate,  a  fourth  center  will  be  needed  in  the 
State  by  the  year  2010. 

In  this  era  of  health  system  reform,  preventive  measures  and  cost-efficient  health  care  services 
are  crucial  in  reducing  overall  medical  costs.  The  various  educational  efforts  of  FPIN,  coupled 
with  the  unique  poisoning  assessment,  management  and  treatment  services  provided  by  the 
centers,  result  in  health  care  savings  for  the  State. 
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Finally,  the  pertinent  reform  issues  of  access  and  quality  care  also  are  addressed  by  the  Florida 
Poison  Information  Network.  Through  FPIN's  statewide  hotline,  every  Floridian  has  access  to 
specially  trained  professionals  who  will  provide  immediate  medical  assistance  in  poisoning 
emergencies. 


SUMMARY  OF  CURRENT  STATUS 

In  fiscal  year  1993-94,  the  $2.2  million  state  appropriation  provided  for  22.9  FTEs  of  specialists 
in  poison  information,  8.5  FTEs  of  administrative  staff  and  2.5  FTEs  of  public  education 
coordinators  for  the  three  centers.  The  poison  centers  in  Jacksonville  and  Tampa  handled  over 
110,000  calls  from  Floridians  in  1993. 

The  Florida  Poison  Information  Network  anticipates  that  the  State  Legislature  will  appropriate 
between  2.7  and  31  million  dollars  for  fiscal  year  1994-95- 
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Attachment  A 


FUiiL 


HOSPITAL,  UCENSINO  AND  REGULATION 


Ch.  398 


(I)  Tho  coordination  and  integration  between  the 
s!aie. sponsored  trauma  centers,  verified  trauma  cen- 
:jrs.  and  other  health  care  facilities  which  may  provide 
services  to  trauma  victims. 

(m)  Medical  control  and  accountability. 

(n)    Quality  control  and  system  evaluation. 

(3)  The  department  shall  consider  the  advice  and 
^commendations  of  any  affected  locai  or  regional  trau- 
ma agency  In  developing  the  state  trauma  systems  plan, 
rne  department  may.  in  lieu  of  specific  regional  compo- 
nents of  its  own  plan,  accept  components  developed  by 
local  or  regional  trauma  agencies. 

Wilier  -i  J. en  17-399.  •  2.  cK  U-186.  i  t.  en  W-303. 1.  5,  en  89-275 

'IUi.-h^iW  i««^irv«  Ociomi  1. 1)92.  by  i  i.  en  M-301.  ind  tcnm^nta 

■v  rr..r-  &/IUIM  10  i    "61 

»395.035  Review  of  trauma  registry  data;  proceed- 
ings,  records,  and  reports  specified  confidential.— 

(1)  Effective  October  1,  1988,  each  trauma  center 
shall  furnish,  and  all  acute  care  hospitals  shall  maintain 
and  allow  for  department  review  of,  trauma  registry  data 
as  prescribed  by  rule  of  the  department  for  the  purpose 
of  monitoring  patient  outcome  and  ensuring  compliance 
with  the  standards  of  verification.  Acute  care  hospitals 
having  300  beds  or  more  shall  furnish  the  department 
trauma  registry  data  effective  October  1,  1989.  Acute 
care  hospitals  having  fewer  than  300  beds  shall  furnish 
the  department  trauma  registry  data  effective  October 
l,  1990.  Notwithstanding  this  schedule,  any  acute  care 
hospital  may  submit  trauma  registry  date  prior  to  the 
dates  established  In  this  schedule. 

(2)  Notwithstanding  the  provisions  of  se.  41 3.48  and 
413.612,  each  trauma  center  and  acute  care  hospital 
shall  submit  severe  disability  and  heed-Injury  registry 
data  to  the  department  as  provided  by  rule  in  lieu  of  sub- 
mitting such  registry  information  to  the  Department  of 
Labor  and  Employment  Security.  Each  trauma  center 
and  acute  care  hospital  shall  continue  to  provide  initial 
notification  of  severe  disabilities  and  head  injuries  to  the 
Department  ol  Labor  and  Employment  Security  within 
timeframes  provided  in  chapter  413.  Such  initial  notifica- 
tion shall  be  made  in  the  manner  prescribed  by  the  De- 
partment of  Labor  and  Employment  Security  for  the  pur- 
pose of  providing  timely  vocational  rehabilitation  ser- 
vices to  the  severely  disabled  or  heed-injured  person. 
The  schedule  provided  in  subsection  (1)  does  not  apply 
to  the  current  requirement  for  reporting  of  »ev9ta  dis- 
abilities and  head  injuries  but  applies  only  to  the  require- 
ment lor  providing  trauma  registry  Information. 

(3)  Patient  care  quality  assurance  proceedings,  rec- 
ords, or  reports  made  pursuant  to  this  section  or  's 
11907(3)(w),  s.  395  017(3X0.  s.  395.031,  or  s.  395032 
shall  be  held  confidential  within  the  hospital  arid  the  de- 
partment and  shall  not  be  available  to  the  public  pursu- 
ant to  s  119  07  or  any  other  law  providing  access  to 
public  records  or  be  discoverable  or  admissible  in  any 
civil  or  administrative  action.  A  person  In  attendance  at 
such  proceedings  may  not  be  roquired  to  testify  as  to 
what  transpired  at  the  meeting. 

Niwwy.-t  1  »*  97.399  ■  3  en  M-ikl.  ,  |.  en  eSOOJ 
'« (31  wiii.im  u,  in.  -•m«i  »r  Bt..g.»pn  (»|  o,  «  7  eh  tt-E      ^^^ 


'395.036  Emergency  medical  servloe  providers; 
transport  of  trauma  vletims  to  traums  centers.— Each 
emergency  medical  services  provider  licensed  under 
chapter  401  shall  transport  trauma  victims  to  hospitals 
verified  as  trauma  centers,  except  as  may  be  provided 
for  either  in  department  approved  local  or  regional  trau- 
ma transport  protocol  or.  If  no  local  or  regional  trauma 
transport  protocol  Is  in  effect,  as  provided  for  in  a  de- 
partment-approved provider's  trauma  transport  proto- 
col. Development  of  regional  trauma  protocols  shall  be 
through  consultation  with  interested  parties,  Including, 
but  not  limited  to,  each  verified  trauma  center  In  the  re- 
gion: physicians  specializing  In  trauma  care,  emergency 
care,  end  surgery;  trauma  system  administrators;  and 
emergency  medical  service  providers  licensed  under 
chapter  401.  Trauma  victims  shall  be  Identified  through 
the  use  of  a  trauma  scoring  system.  The  department 
shall  specify  by  rule  the  subjects  to  be  included  in  an 
emergency  medical  service  provider's  trauma  transport 
protocol  and  shall  approve  or  disapprove  each  such  pro- 
tocol. 

Hif iory.-i  «.  en.  V-m.  1. 1.  en  &&-J03 

■N«*.-ftcp««lM  ■n»ci.»t  Octet*  t.  1SS2.  By  1. 1,  en.  M-103.  tM  KhMvto 
igr  tfview  pmitiut  10 1. 1 1.(1. 

395.037  Rulemaking  authority.— The  Department 
of  Health  and  Rehabilitative  Services  shall  adopt  rules 
to  Implement  ss.  395.031,  395.032,  395.035,  and 
395.036. 

Himwj.-i  7.  en  68-J7J.  «  17,  en.  tt-It). 


398.039    Regional  poison  control  centers.— 

(1)  There  shall  be  created  three  accredited  regional 
poison  control  centers,  one  each  in  the  north,  central, 
and  southern  regions  of  the  state.  Each  regional  poison 
control  center  shall  be  affiliated  and  physically  located 
in  a  oertifled  level  I  trauma  center,  Each  regional  poison 
control  center  shall  be  affiliated  with  an  accredited  medi- 
cal school  or  college  of  pharmacy.  The  regional  poison 
control  centers  shall  be  coordinated  under  the  aegis  of 
the  Children's  Medical  Services  Program  Office  In  the 
Department  of  Health  and  Rehabilitative  Services. 

(2)  Each  regional  poison  control  center  shall  provide 
the  following  services: 

(a)  Toll-free  access  by  the  public  for  poison  informa- 
tion. 

(b)  Case  management  of  poison  cases. 

(c)  Professional  consultation  to  health  care  practi- 
tioners. 

(d)  Prevention  education  to  the  public. 

(e)  Data  collection  and  reporting. 

hWy.-»  IS.  eh.  SS-2S3 


13d5.041    Internal  risk  management  program.— 
(1)    Every  facility  licensed  under  this  chapter  shall,  as 
a  part  of  its  administrative  functions,  establish  an  inter- 
nal risk  management  program  which  shall  include  the 
following  components: 

(a)  The  investigation  and  analysis  of  the  frequency 
and  causes  of  general  categories  and  specific  types  of 
adverse  Incidents  causing  Injury  lo  patients; 

(b)  The  development  of  appropriate  measures  to 
minimise  the  risk  of  injuries  and  adverse  incidents  to  pa- 
tients. Including  risk  management  and  risk  prevention 
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Attachment  B 


Florida  Poison  Information  Network 
HRS/CMS  Funding  History 


FY  1985-1986 


FY  1986-1987 


FY  1987-1988 


Total  Appropriation 
Tampa  Center 

Total  Appropriation 
Tampa  Center 

Total  Appropriation 


188,312 


300,000 


$  300,000 


t  500.000 


t  515.000 


Tampa  Center 
Jacksonville  Center 

309,000 
125,573 

FY  1988-1989 

Total  Appropriation 

t  515.000 

Tampa  Center 
Jacksonville  Center 

272,312 
125.954 

FY  1989-1990 

Total  Appropriation 

t  555.691 

Tampa  Center 
Jacksonville  Center 
Miami  Center 

314,086 

144,963 

96,642 

FY  1990-1991 

Total  Appropriation 

$  645.691 

Tampa  Center 
Jacksonville  Center 
Miami  Center 

404,086 

144,963 

96,642 

FY  1991-1992 

Total  Appropriation 

$  842.777 

Tampa  Center 
Jacksonville  Center 
Miami  Center 

601.172 

144.963 

96,642 

FY  1992-1993 

Total  Appropriation 

$  1.360.638 

Tampa  Center 
Jacksonville  Center 
Miami  Center 

811,113 
387,715 
161,000 

FY  1993-1994 

Total  Appropriation 

t  2.210.638 

Tampa  Center 
Jacksonville  Center 
Miami  Center 

861,113 
887,715 
461,810 

FY  1994-1995  (PROPOSED)  Total  Appropriation 

S  3.017.638 

Tampa  Center 
Jacksonville  Center 
Miami  Center 
Data  Analysis  System 

977,914 
977,914 
911,810 
150,000 

AC 


American 
College  of 
Medical 
Toxicology 
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OFFICERS 

ISAM  804 


777  East  Park  Drive,  P.O.  Box  8820,  Harrlsburg,  PA  17105-8820 

Phono :  71 7-658-7750,  wet  464 
FAX:  717-558-7B41 


March  9,  1994 


Chair 

William  Banner.  Jr..  MO.  PhD 
University  of  Utah 
Salt  Lake  City,  UT 

Vice-Chair 

Paul  R.  Pentel,  MD 
University  of  Minnesota 
Minneapolis,  MN 

Secretary/Treasurer 
J.  Ward  Donovan,  MD 
Pennsylvania  State  University 
Hertfey.  PA 

Past-Chair 

Lewis  R  Gofctfrank,  MD 
New  York  University 
New  York,  NY 


Directors 
John  Tucker,  MD 

1990-1993 

Kathleen  Delaney,  MD 

1 990-1 993 

Rebecca  Tominack,  MD 
1991-1994 

Steven  Curry,  MD 

1992-1995 

Daniel  Hryhorozuk,  MD 

1892-1995 

Martin  Jay  Smiksteln,  MD 
1992-1995 

James  Roberts,  MD 

1992-1995 

Michael  Shannon,  MD 

1992-1995 


To  Whom  It  May  Concern: 

As  current  chair  of  the  American  College  of  Medical  Toxicology, 
I  would  like  to  emphasize  the  importance  of  a  stable  and  continued 
source  of  funding  for  poison  control  center  activities.  The  American 
College  of  Medical  Toxicology  is  a  professional  organization 
representing  over  200  physicians  who  are  certified  in  the  treatment  of 
poisoned  patients  in  occupational,  emergency  and  environmental 
circumstances.  The  poison  control  centers  of  the  United  States  serve  an 
extremely  important  function  in  coordinating  the  care  of  the  poisoned 
patient  and  in  particular  work  closely  with  physicians  in  the  field  of 
toxicology  to  ensure  that  adequate  information  and  clinical  guidance  is 
given  to  the  bedside  physician.  Given  the  small  number  of  physicians 
with  specific  training  in  the  area  of  toxicology,  this  is  critical  to  patient 
safety.  We  believe  that  poison  control  centers  have  much  to  offer  in  the 
overall  delivery  of  care  in  the  United  States  and  can  provide  an  excellent 
"gate  keeper"  function  for  the  triage  of  the  poisoned  patient.  Poison 
centers  are  more  than  cost  effective  and  their  services  can  be  increasingly 
utilized  if  they  are  part  of  a  well  guided  national  effort  to  use  the  clinical 
expertise  data  collection,  and  information  resources  that  arc  available  to 
each  and  every  poison  control  center.  This  network  is  already  in 
existence  and  it  would  be  tragic  to  allow  concerns  over  health  care  reform 
to  fragment  and  disintegrate  the  existing  structure. 
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We  are  extremely  supportive  of  Dr.  Oderda  and  the  American 
Association  of  poison  control  centers  in  their  quest  for  organized  sources 
of  revenue  to  maintain  the  network  of  poison  control  centers  throughout 
the  United  States. 


William  Banner, ».,  M.D..  PhD. 

Chair,  American/College  of  Medical  Toxicology 


/a 
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FAX  TRANSMITTAL 

AMERICAN  ASSOCIATION  OF  POISON  CONTROL  CENTERS 

3800  Reservoir  Road  NW 

Washington  DC  20007 

Voice  202-784-4666 

Fax  202-784-2530 

To:  Bill  Layden 


From:         Rose  Ann  G.  Soloway,  Rj^,  MSEd,  ABAT 
Acting  Administrator    k/L^) 

Date:  March  28,  1994 

Number  of  pages:  3 

I  was  asked  to  send  this  to  you.  Hard  copy  will  follow  in  the  mail. 

Again,  many,  many  thanks. 


®H 
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CHILDREN'S  HOSPITAL  OF  PHILADELPHIA 


Fred  M.  Henretig,  M.D. 

Director.  Section  of  Clinical  Toxicology 
Associate  Professor  of  Pediatrics 


34th  Street  and  Civic  Center  Boulevard 
Philadelphia,  PA  19104 
(215)590-4713 
Fax  (215)  590-2180 


March  11, 1994 


Representative  Edolphus  Towns 
Congress  of  the  United  States 
House  of  Representatives 
Washington,  DC 

Dear  Congressman  Towns, 

On  Tuesday,  March  15,  1994,  your  Subcommittee  on  Human  Resources  and 
Intergovemment  Relations  of  the  House  Government  Operations  Committee  will 
hold  a  hearing  entitled   "Poison  Control  Centers:  Is  There  an  Antidote  for  Budget 
Cuts?"  I  am  writing  to  express  my  special  gratitude  to  you  for  recognizing  the  vital 
importance  of  this  hearing  to  the  future  well-being  of  our  own  Poison  Control 
Center  serving  the  greater  Philadelphia  region,  as  well  as  poison  centers  nationwide. 
I  hope  to  attend  this  hearing,  and  to  submit  this  letter  and  additional  background 
material  as  written  testimony  describing  the  struggle  for  survival  of  the 
Philadelphia  center. 

Poison  control  centers  are  universally  recognized  as  a  vital  public  health 
resource,  and  an  extremely  cost-effective  one.  They  help  prevent  severe  morbidity 
in  the  context  of  a  critical  poisoning,  as  well  as  prevent  unnecessary  hospital  visits 
in  the  more  usual  benign  childhood  accidents.  Our  own  center  in  Philadelphia  was 
founded  in  1986,  only  after  five  years  of  campaigning,  cajoling,  begging  and  pleading 
the  public  health  and  academic  medical  institutions  of  the  area  to  give  us  support. 
The  actual  initial  funding  came  finally  from  two  local  private  charitable 
foundations,   the  William  Penn  and  Pew  Foundations,  and  only  in  the  past  few 
years  have  we  received  any  significant  government  support.  Currently,  support 
from  Pennsylvania,  Philadelphia   and  the  surrounding  suburban  counties  amounts 
to  only  $462,000  of  our  $1.25  million  budget.  The  rest  is  made  up  primarily  by 
corporate  donations,  area  hospital  "contracts"  (in  essence,  suggested  donations  in 
return  for  hospital  based  requests  for  consultations),  and  the  generous  support  of 
our  sponsor  hospital  (Children's  Hospital  of  Philadelphia).  As  you  well  know,  the 
latter  "soft"  dollars  are  increasingly  hard  to  come  by  in  these  economic  times, 
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and  the  dependence  for  financial  support  upon  the  benevolence  of  sponsoring 
hospitals  is  a  very  risky  business,  as  is  being  discovered  by  several  prominent  centers 
currently,  including  the  one  in  Washington,  DC. 

I  have  enclosed  for  you  and  your  staff  some  background  material  that 
develops  this  issue  in  more  detail.  I  am  available  at  any  time  convenient  to  you  to 
further  discuss  these  issues,  and  would  be  happy  to  meet  with  you  or  one  of  your 
staffers  on  Tuesday,  March  15,  or  at  some  time  in  the  future. 

Thank  you  very  much  for  your  consideration  of  these  concerns. 


Sincerely, 


Fred  M.  Henretig,  M.D.  U 


Medical  Director 

The  Poison  Control  Center 

Philadelphia,  PA 
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THE   POISON   CONTROL   CENTER 

•    tiling       the       greater       P    k    I    I    a    d    e    I    p    h    I    ■      j»    e     t    i    a    »    o    I    I    t    «.    n      Ni    r    e    • 

January  14,  1994 


Mrs.  Hillary  Rodham  Clinton 
The  White  House 
Washington,  DC 

Dear  Mrs.  Clinton: 


n    I   ij»-  • 


rK>- 


*%\« 


Thank  you  for  the  opportunity  to  provide  you  with  information  about  The  Poison  Control  Center.    Poison  centers  are  a  life- 
saving,  cost-effective  service  that  provide  immediate  medical  assistance  during  a  poisoning  emergency.  In  1992,  nearly  2 
million  poisonings  were  reported  to  poison  control  centers  in  the  United  States;  60%  of  these  incidents  involved  children 
under  the  age  of  six   Through  telephone  consultation,  poison  centers  manage  over  70%  of  all  poisonings  at  the  site  of  the 
incident,  preventing  unnecessary  emergency  department  visits  which  contribute  to  skyrocketing  health  care  costs.  For  those 
patients  that  require  hospital  treatment,  the  centers  provide  expert  toxicologicaJ  consultation  to  the  medical  staff. 

After  the  Louisiana  Poison  Control  Center  closed  in  1988,  a  study  found  that  60%  of  individuals  rushed  to  emergency 
departments  during  a  poisoning  emergency  because  there  was  no  poison  center  to  call  for  assistance.  Translating  this 
statistic  into  financial  terms,  the  annual  cost  for  unnecessary  outpatient  services  increased  by  $14  million,  an  amount  more 
than  three  times  the  state's  annual  appropriation  for  the  center  while  it  was  in  operation. 

In  addition  to  treating  poisoning  emergencies,  poison  control  centers  conduct  educational  programs  designed  to  promote  the 
public's  awareness  of  poison  prevention  and  safety.  Studies  demonstrate  that  a  significant  decrease  in  the  number  and 
severity  of  poisonings  can  be  achieved  by  educating  parents,  teachers,  and  other  caregivers. 

In  spite  of  the  contributions  poison  centers  make  to  managing  health  care  costs  —  SI  spent  on  poison  prevention  and 
management  saves  up  to  $9  in  treatment  costs  —  poison  centers  are  struggling  to  survive.  Five  centers  are  currently  facing 
closure  early  this  year,  including  the  center  in  Washington,  DC.  That  will  leave  only  35  certified  poison  control  centers  to 
serve  over  250  million  people  in  the  United  States.  Remaining  outside  of  the  health  care  infrastructure,  poison  centers  rely 
on  a  variety  of  uncertain  funding  sources  —  most  of  them  private  donations.  It  is  our  hope  that  a  mechanism  which  ensures 
adequate  funding  for  poison  control  centers  will  be  included  in  health  care  reform  legislation.  Poison  control  centers  save 
lives  and  money.  They  should  be  considered  an  important  part  of  any  national  health  care  system  which  emphasizes 
prevention,  accessibility  and  cost-effectiveness. 

If  you  would  like  to  further  discuss  poison  centers,  please  contact  us  at  (215)  590-2003. 

Sincerely, 


Fred  M.  Henretig,  M0rr 
Medical  Director     ^ — ' 


A&c^Al 


iMcQuaite 
Director  of  Development 


Covington  Danelski 
Asst.  Director  of  Development 


A  copy  of  the  official  registration  statement  and  financial  information  may  be  obtained  from  die  Department  of  State  by  caning  toll-free  within  Pennsylvania  1-800-732-0999 
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Maryaiu  Horeiae, 


a  pharmacist,  works  iht  phones  in  the  trailer  that  houses 
computers  contain  data  on  toxic  substances. 


l-r+inttil 

"My  ko  got  hold  of  soma 
antiseptic,"  says  the 
mother,  her  harried  words 
■  spilling  oat  of  the  tele- 
phone receiver,  portending  some- 
thing horrible.  And  then,  like  ■ 
thud,  her  words:  "He  drink  some." 

Pet  Cleveland,  cool  fee  lee  cubes, 
stars  the  questions. 

How  much  did  he  drink?  Ham  old  I* 
he?  How  ewe*  does  he  weigh? 

Cleveland,  i  certified  specialist  in 
poison  Information.  Is  calm  became 
this  is  her  dally  work;  she's  used  to 
such  predicaments.  Every  boor  of 
the  day  and  night,  she  and  15  other 
pharmacists  and  nurses  take  tarns 
answering  calls  from  the  frantic 
who  call  the  Poison  Control  Center. 
It  is  a  6-year-old,  round-the-clock  hot- 
line for  distraught  moms  and  dads, 
attempted  suicides  with  second 
thoughts,  harried  emergency  room 
physicians,  and,  at  times,  weirdos. 

Cleveland  sits  among  computers. 


Endangered  hotline 

The  Poison  Control  Center  gets  100  frantic  calls  a  day,  but  its  fate  is 

unknown.  The  state  has  put  half  its  funding  in  "budgetary  reserve." 

The  workers  worry.  If  the  center  closes,  "people  will  die. " 


telephones  and  shelves  stacked  with  med- 
ical Journals,  reference  books,  and  bind- 
ers with  treatment  protocols,  ail  stuffed 
Into  a  brown,  bare-bones  trailer  parked 
near  the  Children's  Hospital  J  Philadel- 
phia, 

As  Cleveland,  who  Is  also  a  pharmacist. 
talks  to  the  mother  she  cradles  the  phone 
on  her  shoulder  and  types  the  antiseptic's 
name  Into  her  computer  Seebfeem  Pres- 
to* She  scrolls  through  a  screen  foil  of 
Information  on  antiseptics.  Ingredients. 
Symptoms.  Treatments, 

"He  probably  got  ...  about  half  an 
ounce,"  the  mother  of  the  2vt-year-old. 
says,  still  fretting. 

That's  not  enough  to  cause  serious  tox- 
icity," Cleveland  says,  reassuringly .  She 
offers  dps  on  soothing  the  Irritated 
mouth  and  tells  the  woman  li  Is  a  harm- 
less side  effect  The  worst  thing  mlgbi  be 
that  the  little  one  will  throw  up.'  She 
promises  to  call  beck  In  an  hoar  to  check 
on  the  child's  progress. 

Once  again,  Cleveland  —  with  some 
sage  words  —  has  averted  a  crisis.  Luck- 
ily The  next  time  someone  calls  the  hot- 
line at  215-386-2100.  no  one  might  answer. 
The  control  center  might  be  deed.  Cleve- 
land's Job  of  comforting  the  frantic  and 
saving  lives  might  be  poisoned  by  politics. 
■ 

"Our  fate  is  unknown,"  said  Patrick  J. 
Kennedy,  treasurer  of  the  center's  board. 
He  sat  In  the  closet-sued,  wlndowleas  ad- 
ministrative office  with  supplies  and  flies 
stacked  on  ceDing-to-floor  shelves.  The 
room  Is  donated  by  Children's  Hospital. 

Earlier  this  month,  the  center  found  out 
that  Gov.  Casey  pot  S450,000  In  funds  ap- 
propriated by  the  legislature  into  "bud- 
getary reserve,"  a  state  of  Umbo  pending 
the  resolution  of  various  ""outstanding  is- 
sues," according  to  Sue  Grimm,  a  spokes- 
woman for  the  Governor's  Budget  Office. 

The  state  funds  make  up  about  half  of 
See  POISON  BKQn  E3 


Petey  the  Pokes)  Press**  and  ?un/  Mdoradottch,  public  education  coordinator  for  the  poison  center,  teach  Happy  Dog  Nursery  pupils  about  poisons. 
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Th.PhH*klphl.lD<juiro 


Woridife 


TuaetUy,  October  20, 1992 


E3 


Poison  control  center  and  hotline 
are  struggling  for  their  own  lives 


■SI 

th.  start  mm  than  tsocuxo 
budget,  moat  of  which  pays  the  sala- 
ries of  the  r*  —11  and  nana. 
Tha  ran  coma*  mostly  baa  MeM- 
puis  and  Dalawara  County  —  tha  only 
suburban  county  that  baa  agreed  to 
eootribna  —  and  eentMtm* 

Laat  year,  tha  oaslar  faced  a  similar 
shortfall,  making  it  up  by  dhjftBf  torn 
to  on  limited  savings  and  using 
bank  cradtt  line*  Now,  it  (acaa  a  debt 
o(  PSWWO,  Kennedy  au. 

If  tha  center  cloeea,  "people  win 
die,-  ha  aid.  Than  a  tact*  Obn- 
ousi/.  Msawaawg*.  require  Immediate 
action  Mai  umaaln  matter.  Kennedy 
likened  a  polaoo  hotline  to  — cow 
'    nQre 


The  Independent,  nct-for-profll  can- 
ter started  In  IMt  wUh  aaad  money 
from  pharmaceutical  BofwM  end 
foundations  It  ■■splaced  the  dtyl 
overburdened  sjtlaui  smsBeaag  bun 
tie  Medical  Examiner's  Office. 

Later,  tha  state  began  f4f*f^t  up 
moat  of  the  tab  Since  than,  tha  strog- 
gla  to  solicit  npport  —  tram  fund- 
raisers to  proposals  (each  aa  a  pend- 
ing s<ent-e-month  telephone  una 
mrcharge)  —  haa  patched  op  the 
budget  on  paper. 

While  the  center  wont  doae  tomor- 
row, Kennedy  said  that  "quite  frankly 
...  we're  seriously  In  Jeopardy." 
■ 

»-rin**ft 

-My  tyatrold  drank  AJax  a&pur- 
pose  claanar,"  tha  mother  ays.  bar 
child  walling  In  tha  background. 

"How  much?"  asks  pharmacist 
Maryann  Hofman. 

-Maybe  one  mouthful,-  tha  woman 


"How  long  wjor* 

•Five  minute*  ago,"  aha  says. 

"n  doesn't  contain  any  poisonous 
Ingredients  for  children."  Hofman 
says.  "This  Inn  going  to  be  e  problem. 
Shall  be  perfectly  fine.  . . .  Give  bar 
something  to  drink  and  nothing  to  eat 
for  an  boor." 


Maria  Plcdottl,  the  center's  manag- 
ing director  until  recently,  stood  In 
the  middle  of  tha  control  canter 
cralier  —  originally  meant  as  tempo. 
rary  shelter  —  and  recounted  a 
stream  of  statistics  that  bolster  tha 
centert  claim  of 

The  majority 
treat  at  home ...  ao  they  don't  have  to 
go  lo  tha  emergency  room, "  Piodottl 
said  She  wanted  to  show  tha  dollar- 
and-cena  aanaa  of  a  poison  hotline. 

Most  potantilitga  lea**  lad  to  the  cen- 
ter casta  vary  minor  problems  (92 2 
percent).  Without  a  hodlne.  at  least  SO 
1  of  potential  pntwrtnp  would 
In  emar* 
tha 
i  the  Ova- 

county  Philadelphia  area  end  also  re- 
cervea  aome  calls  from  Delaware  and 
New  Jersey,  eaved  US  million  In 
emergency  room  costs  laat  year. 

As  Plcciorti  talked.  Cleveland  and 
pharmacist  Debra  Quadram-Knshner 
enjwered  a  asaaaasj  l lleeili  of  calls. 
Tha  canter  gats  abontiaae  day,  40JOO 
a  year  on  Its  dx  Unas:  A  child  ete  a 
flower.  A  umontfrold  drank  Liquid 
Paper.  A  doctor  wan  at  advice  on  treat- 
.  tug  a  woman  who  overdosed  on  Mo- 
trin. A  2-yeer-old  swallowed  six  See*. 
ma  Street  vitamins  with  Iron.  (An 
iron  overdose  can  cense  vomiting  and 
diarrhea  —  even  shock  and  death.) 

Host  pntanrilnp  ouuuied  In  tha 
home  («U  percent)  by  accident  (8SJ 
percent)  and  involved  children  under 
the  age  of  6  (66  percent ) . 

-Usually  tha  kids  ...  help  them- 
selves to  their  vitamin*,  to  the  Ty- 
lenol, to  cough  syrup,"  said  Quedrant- 
Kushner .  — *t1"ft;  that  nothing  Is 
really  childproof.  They  gat  Into 
things  In  the  «■»■*■  ... 

"We've  had  industrial  exposure*,' 
aha  said.  "Soldo**.  If  a  Ore  ocean, 
they  call  us.  if  a  gas  tank  explodes, 
everybody  oil***." 

The  OwJwaaw  seal  too. 

A  man  called  to  aak  how  be  could 
polaoo  bis  wife. 

Drug  addicts  all  to  Identify  pills 
bought  on  the  street.  In  on*  call,  a 
man  said  be  had  taken  a  couple  of 
pill*.  "I  thought  It  waa  aspirin.-  he 
said,  "and  now  I  deal  think  It  Is." 
■ 

The  most  common  non-pharmaceu- 
tical stihttenot*  involved  In  poison- 
ings twt"***  household  cleaners,  cos- 
metics, plants,  toys,  hydrocarbons, 
alcohols,  chemtrals,  Insecticide*,  of- 
fice supplies.  Pharmaceuticals  In- 
volved In  poisonings  that  top  the  list 
Include  analgetics,  cold  and  cough 
preparations  end  sedative*. 


While  Cleveland  end  the  others  Jug- 
gle calls.  Patsy  the  Poison  Proofer 
settles  Into  his  favorite  story:  how  he 
saved  his  sisters  life 

She  almost  drank  this  purple  Juice 
m  the  bathroom,  be  says  to  a  wide- 
eyed  group  of  mostly  4-year-olds  at  the 
Happy  Dog-Nursery  School  in  Rhawn- 
horsf  one  recant  day. 

"I  aald,  Itary.  STOPT  And  then  I  said. 
■Mom  Marys  trying  lo  -ink  the  pur- 
ple Juice  In  the  bathroom."  a  raspy- 
voiced  Petey  says.  Mom  came  to  inves- 
tigate. II  wesnt  Juice.  It  wos  medicine. 
And  ao  began  Jane  Mlioradovkhs 
lesson  on  poisons,  one  of  dozens  she 
delivers  eech  year. 

MUondovtch.  the  voice  of  Petey  the 
Polaoo  Proofer.  to  elf  puppet  with  a 
long  whit*  beard,  la  a  p***™*— <"  and 
public  afhvatlon  coordinator  for  the 
center.  Her  suasion:  To  teach  curious 
youngstan  —  and  their  parents  —  to 
watch  out  for  poisons. 

For  bar  grown-up  endlanre*  aha 
atupnaarns)  safety  and  potential  dan- 
gen  from  products  often  considered 
hannlees  (such  as  children's  vita- 
mins). For  bar  youngsters,  the  use* 
game*,  songs  and  Petey  to  Impress 
upon  them  that  "a  poisons  anything 
that  can  hart  you." 

They  play  a  genu,  placing  cutouts  of 
various  items  in  en  ummwim  5ggs*t 
end  e  Yock  basket 

"Do  you  know  what  this  stuff  is!" 
MJloradovlch  asks,  holding  up  a  pic- 
ture of  laundry  detergent. 

-You  don't  drink  that  stuff.-  says 
Gregory  Stelnoff. 
That*  right,"  says  Mlloradovlch. 
Than  everyone  sings  e  song:  It  may 
look  pretty.  It  may  smell  good.  But 
before  I  taste  It.  Ill  ask  111  should,  m 
say,  •Montr 

Back  at  the  control  center,  the 
phone  rings  again. 

"My  son  splashed  Iwood  pteasna. 
ti  vel  In  his  eyes,"  a  mother  say*  Is  It 
OK  to  Just  rinse  It  ou»" 

Cleveland  aorta  typing  tha  prod- 
uct's name  Into  tha  Pcaausaas.  "Yes, 
the  beat  way  U  to  ...  ." 
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HUDSON  VALLEY  REGIONAL  POISON  CENTER 

The  Nyack  Hospital  •  160  North  Midland  Avenue  •  Nyack.  New  York  10960  1998  -  914/348-2615 

March  16,  1994 

Representative  Edolphus  Towns 

Subcommittee  on  Human  Resources  and  Intergovernmental  Relations 

Committee  on  Government  Operations 

United  States  House  of  Representatives 

B  372  Rayburn  House  Office  Building 

Washington,  DC  20515-6143 

Dear  Representative  Towns, 

I  would  like  to  submit  the  following  statement  to  be  included 
in  the  record  of  the  Congressional  hearing  entitled:  "Poison 
Control  Centers:  Is  There  An  Antidote  For  Budget  Cuts?,"  held  on  15 
March  1994.  This  statement  is  adapted  from  an  editorial  which  I 
had  written  for  our  quarterly  newsletter  for  healthcare 
professionals  supporting  the  value  of  a  poison  control  center  to 
the  physician  and  healthcare  industry.  Your  efforts  and  time  are 
appreciated. 

PHYSICIAN:  WHY  CONSULT  THE  POISON  CENTER? 

It's  impossible  to  know  everything  (although  sometimes  the 
ego  convinces  otherwise) .  Sometimes  there  is  a  hesitation  in 
seeking  information  from  others  to  avoid  the  pain  of  being  reminded 
of  how  much  was  once  known  and  has  since  been  forgotten. 
Regardless,  consultations  remain  an  important  part  in  the  practice 
of  medicine. 

A  recent  survey  revealed  that  in  many  cases  of  poisoning, 
physicians  often  overlook  the  regional  poison  control  center  for 
advice  on  treatment.  Many  consult  colleagues  or  friends.  Some 
consult  the  Physicians  Desk  Reference  a  text  well  established  as 
misleading  for  the  purpose  of  providing  information  on  management 
of  drug  overdose.  One  result  is  that  up  to  70%  of  poison  exposures 
and  many  drug  related  deaths  go  unreported1  and  therefore  are  not 
included  in  the  annual  reports  on  poisoning  statistics  compiled  by 
the  American  Association  of  Poison  Control  Centers.  Another  more 
important  result  is  that  a  patient  may  be  inadequately  or 
inappropriately  managed,  over  treated  or  not  treated  at  all.  In 
these  days  of  litigation,  awareness  of  the  availability  of  a  poison 
control  center  for  consultation,  and  failure  to  make  use  of  its 
resources,  may  lead  to  a  medical  malpractice  lawsuit. 

It  seems  that  some  believe  that  the  management  of  a  poisoned 
patient  is  straight  forward,  as  long  as  no  one  experienced  in 
treating  such  patients  is  looking  over  their  shoulder  and  that  the 
treatment  can  probably  be  figured-out  when  an  exposed  patient 
presents.  Before  a  drug  is  marketed  it  undergoes  clinical  trials- - 
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obviously  there  are  no  clinical  trials  to  test  the  efficacy  of 
drug  treatment  or  any  other  treatment  for  poisoning.  The  wealth 
and  ever  changing  information  relating  to  the  diagnosis  and 
treatment  of  a  poisoned 

victim  is  burdensome  to  keep  current  with.  That's  the 
responsibility  of  the  poison  control  center. 

Although  practical  hands-on  clinical  experience  is  invaluable 
in  the  management  of  a  poison  victim,  a  hospital  emergency 
department  may  see  one  exposure  case  involving  a  particular 
substance  in  several  years  .  A  poison  control  center  may  have  been 
involved  with  several  similar  cases  within  a  much  shorter  time 
period.  The  management  of  multiple  drug  or  chemical  exposures  and 
of  poisoned  patients  with  underlying  medical  disorders  is 
especially  unclear.  Therefore,  the  poison  control  center  may 
provide  a  great  deal  of  insight  in  the  management  of  a  poisoned 
patient.  This  is  especially  important  when  the  cause  of  poisoning 
is  unknown  or  if  the  signs  and  symptoms  don't  match  what  is 
believed  to  be  the  poisonous  substance.  It's  important  to  note 
that  the  poison  control  center's  involvement  in  the  management  of 
a  poisoned  patient  does  not  end  until  the  patient  is  medically 
cleared  from  the  hospital. 

The  poison  control  center  not  only  deals  with  treatment  of  a 
poisoned  patient,  but  serves  an  important  role  in  prevention  of 
therapeutic  accidents  due  to  mis-  or  inadvertent  dosage  or  drug 
therapy.  Poison  control  centers  keep  current  with  drug  information 
and  provide  healthcare  professionals  with  valuable  advice  on  proper 
drug  selection  and  use. 

"For,  as  in  so  many  other  fields,  the  art  of  knowledge  largely 
rests  upon  an  understanding  of  knowing  where  to  look  for  facts  - 
and  when . 2 " 

Respectfully  Submitted, 

Bernard  C.  Sangalli,  M.S.,  ABAT 
Managing  Director 

References 

1  Kulig.K. .NEJM  326:1677,1992. 

2  Dukes  MNG-.Drug  Safety  5(Supplement  1):87,1990. 
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Rudolph  W  Giuliani 
Mayor 

Margaret  A.  Hamburg,  m.d. 


Bureau  of  LiQborGt&ries 
Poison  CcntMT 


455  First  Avenue  « 123 
New  York.  NY  10016 


Tel.     212     764    7667 
Fax.    312-447-8323 


March  16,  1994 

Honorable  Edolphus  Towns 
Subcommittee  on  Human  Resources  and 

Intergovernmental  Relations 
COMMITTEE  ON  GOVERNMENTAL  OPERATIONS 
B372  Rayburn  House  Office  Building 
Washington,  D.C.  20515-6143 


Dear  Congressman  Towns : 


On  behalf  of  all  the  nurses,  pharmacists,  and 
physicians  who  have  dedicated  so  much  of  their 
lives  to  our  poison  centers,  I  would  like  to  thank 
you  for  your  support  and  for  chairing  the  House's 
Government  Operations  Subcommittee  on  Human  Re- 
sources and  Intergovernmental  Relations,  hearing 
entitled,  "Poison  Control  Centers:  Is  there  an 
Antidote  for  Budget  Cuts?"  Your  analysis  of  the 
severity  of  the  problem  that  has  been  brought 
about  by  the  decay  of  funding  for  our  Nation's 
Poison  Centers  was  most  insightful .   As  our  coun- 
try begins  to  explore  health  care  reform,  it 
appears  that  programs  that  foster  both  improved 
health  care  delivery  and  reduced  health  care  costs 
must  be  strongly  considered  and  brought  to  the 
forefront.   In  the  upcoming  months  we  remain 
hopeful  that  the  actions  of  your  subcommittee  will 
create  and  promulgate  the  necessary  legislation  to 
insure  that  a  skilled  health  professional  will 
answer  the  telephone  when  help  is  needed  for  a 
poisoning. 

I  would  like  to  express  a  commitment  from  the 
Board  of  Directors  and  Officers  of  the  American 
Association  of  Poison  Control  Centers  to  provide 
you  with  any  assistance  you  may  need  in  facilitat- 
ing the  stabilization  of  poison  center  funding. 
Please  do  not  hesitate  to  contact  me  at  the  New 
York  City  Poison  Center  at  (21 2) -447-81 53  or  page 
me  at  any  time  at  (800) -431 -0280  if  I  or  any  of 
the  other  poison  center  representatives  may  be  of 
assistance.   If  an  additional  meeting  is  needed  to 
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Honorable  Edolphus  Towns 
March  16,  1994 
Page  2 


formulate  a  strategic  plan,  I  am  available,  as  always,  to  meet 
with  you  in  either  Washington  or  New  York  and  will  arrange  for 
any  other  people  you  feel  necessary  to  be  available. 

I  hope  that  the  people  of  Bedford-Stuyvesant  appreciate  how 
much  their  Congressman  is  concerned  about  their  health  and  how 
much  difference  one  man  can  make  in  our  complex  society. 


Richard  S.  Weisman,  Pharm.D.,  ABAT 
Director,  NYC  Poison  Center 
President-Elect,  American  Association  of 
Poison  Control  Centers 

cc.  Gary  Oderda,  Pharm.D.,  M.P.H. 
Toby  Litovitz,  M.D. 
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DEPARTMENT 
of  HEALTH 


Rudolph  W.  Giuliani 
Mayor 

Margaret  A.  Hamburg,  m.d. 


Commissioner 

Bureau  of  Laboratories 
Poison  Center 


455  First  Avenue  #  123 
New  York.  NY  10016 


Tel.     212-764- 7667 
Fax.    2  12-447-8223 


March  17,  1994 


Representative  Edolphus  Towns 
Subcommittee  on  Human  Resources  and 

Intergovernmental  Relations 
Committee  on  Government  Operations 
United  States  House  of  Representatives 
B372  Rayburn  House  Office  Building 
Washington,  D.C.   20515-6143 

Dear  Representative  Towns: 

As  a  Certified  Specialist  in  poison  information,  at  the 
New  York  City  Poison  Control  Center,  I  am  encouraged  by 
your  efforts  on  behalf  of  the  nation's  Regional  Poison 
Control  Centers. 

All  of  the  Specialists,  at  the  New  York  City  Poison 
Control  Center,  are  N.Y.S.  registered  pharmacists,  and 
are  required  to  sit  for  the  American  Association  of 
Poison  Control  Centers  (AAPCC)  National  Certification 
Examination  to  become  a  certified  specialist  in  Poison 
Information.   Successful  completion  of  this  examination, 
insures  that  the  caller  will  receive  information  that  is 
both  up-to-date  and  accurate  from  a  specialist  certified 
in  poison  information. 

Over  the  years,  Specialists  have  saved  hundreds  of  thou- 
sands of  unnecessary  emergency  room  visits  (and  probably 
quite  a  few  automobile  accidents  by  frantic  parents)  in 
cases  deemed  to  be  treatable  at  home.   All  poisoned 
patients  that  present  to  local  (and  in  many  cases,  non- 
local) hospitals,  are  reported  to  the  Poison  Control 
Center.   At  this  juncture,  the  Specialist  obtains  a 
history  from  the  caller,  assesses  the  severity  of  the 
poisoning,  provides  immediate  treatment  recommendations 
to  emergency  room  personnel.   For  those  patients  that  are 
symptomatic  or  have  worsening  symptoms,  on-staff  fellows 
in  toxicology  or  medical  doctors  are  consulted.   After 
the  initial  contact  and  recommendations  have  been  provid- 
ed, the  poison  center  will  follow-up  all  significant 
poisonings,  until  it  is  determined  that  clinical  manifes- 
tations have  been  resolved.   All  poison  exposures  are 
entered  into  a  computerized  national  database  to  charac- 
terize trends  and  facilitate  prevention  strategies. 

The  Center  also  provides  a  source  of  information  regard- 
ing the  toxicity,  side  effects,  and  interactions  of 
medications  to  health  professionals  and  the  public,  as 
well  as  toxicity  information  on  commercial  products. 
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Rudolph  W.  Giuliani 
Mayor 

Margaret  A.  Hamburg,  m.d 


Commissioner 

Bureau  of  Laboratories 

Poison  Center 


455  First  Avenue  #  123 
New  York,  NY  10016 


Tel.     2  12-764-7667 
Fax.    2  12-447-8223 


Page  2 

Representative  Towns 

U.S.  House  of  Representatives 


Referrals  involving  rabies,  animal  bites,  hazardous 
material  incidences,  food  poisoning  outbreaks,  lead 
poisoning  and  carbon  monoxide  investigations  are  also 
provided. 

The  New  York  City  Poison  Center  also  provides  24  hour 
access  and  referral  to  expert  toxicology  consultants, 
government  agencies,  public  health  officials  and  other 
health  care  resources  in  the  event  of  public  health  or 
environmental  emergencies.    The  Center  also  provides 
rabies  treatment  information  to  hospitals,  and  compila- 
tion of  various  epidemiology  reports.   The  N.Y.C.  Poison 
Center  is  responsible  for  initiating  Cold  Weather  Alerts, 
and  contacting  various  city  agencies  (i.e,  Transit,  EMS, 
Police  Operations,  Human  Resources  Administration,  etc.) 
to  shelter  and  prevent  severe  health  consequences  to  the 
homeless  during  cold  weather  conditions.  The  Cold  Weather 
Alert  is  done  by  hourly  temperature  monitoring,  once  the 
temperature  is  32°  F,  all  agencies  are  subsequently 
notified.   And,  during  the  summer  months,  the  Center 
maintains  beach  and  public  pool  accident  reports.   The 
Center  also  maintains  radio  contact  with  Police  Opera- 
tions, Office  of  Emergency  Management  for  the  ALERT 
system  (Agency  Liaison  Emergency  Response  Team).   The 
Center  also  maintains  Material  Safety  Data  Sheets  for  the 
Right-to-Know  Program  within  the  Health  Department. 

As  you  can  see,  we  are  at  the  forefront  of  the  trend  to 
provide  broad,  accessible  and  affordable  health  care,  as 
we  provide  alot  of  "bang  for  the  buck".   (Our  budget 
requirements  are  relatively  low). 

On  behalf  of  myself  and  all  the  other  Poison  Specialists 
at  the  New  York  City  Poison  Center,  we  are  thankful  for 
your  present  and  continued  support. 


Sincerely, 


Lee  Feldman,  R 


ytt^ — - 


Ph. 


Supervising  Pharmacist 
Certified  Poison  Infor- 
mation Specialist 


LF:dw 
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New  Jersey  Poison  Information  and  Education  System 

201  Lyons  Avenue  Newark,  New  Jersey  07112 


Steven  Marcus.  MD,  Executive  Director 
Diplomate.  American  Board  of  Medical  Toxicology 


March  17,  1994 


Emergency 

1-800-962-1253 

Facsimile 

1-201-926-0013 

Office 

1-201-926-7443 

TTY 

1-201-926-8008 

Representative  Edolphus  Towns 
House  of  Representative 
2232  Rayburn  House 
Washington  DC  20515 

Dear  Representative  Towns: 

Thank  you  for  the  opportunity  to  address  the  House  Subcommittee  studying  the  funding 
of  poison  control  centers.  As  you  probably  realized,  1  am  committed  to  helping  to  find  a 
just,  effective  way  to  fund  poison  centers.  I  am  convinced  that  the  most  efficient  way  is 
through  government  surcharges  on  already  regulated  product  labels.  I  do  not  believe  that 
it  will  actually  take  legislation  to  accomplish  this.  I  believe  that  this  can  be  accomplished 
purely  by  regulation.  However,  congressional  pressure  on  the  3  governmental  agencies 
that  currently  regulate  labels  will  have  to  be  applied  in  order  for  such  tariff  to  be 
instituted. 

Since  the  poison  centers  are  in  dire  need  at  the  present  time,  such  congressional  pressure 
must  be  applied  immediately  or  risk  the  loss  of  the  precious  commodity  of  poison  centers 
currently  at  risk  of  closing.  I  believe  that  the  citizens  of  this  country  deserve  a  good 
poison  control  system.  Through  the  cooperation  of  congress,  federal  regulatory  agencies 
and  the  American  Association  of  Poison  Control  Centers  (AAPCC)  we  should  be  able  to 
accomplish  this  in  *  very  short  period  of  time  at  a  very  low  cost. 

Once  again,  thank  you  for  the  opportunity  to  discuss  this  with  you. 

Sincerely  yours, 


Steven  M.  Maraus,  MD 

SMM/hw 
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Mew  Jersey  Poison  Information  and  Education  System 

201  Lyons  Avenue  Newark,  New  Jersey  07112 


Steven  Marcus,  M.D.,  Executive  Director 
Diplomate,  American  Board  of  Medical  Toxicology 


March  7,  1994 


Emergency 

Facsimile 

Office 

TTY 


1-600-962-1253 
1-201-926-0013 
1-201-926-7443 
1-201-926-8008 


Do  you  know  your  poison  center  telephone  number?  Do  you  know 

where  ts*  And  it?  If  you  or  your  loved  one  was  exposed  to  something 

that  could  be  poisonous  what  would  you  do?  Who  would  you  call? 

Poison  control  centers  have  existed  in  this  country  since  1955  when  the  first  center 
opened  in  Chicago.  Today  there  are  over  1 00  centers  scattered  throughout  the  country, 
about  forty  carry  the  designation  "regional  center."  These  centers  are  available  24  hours 
a  day,  seven  days  a  week  to  answer  telephone  calls  from  concerned  citizens.  Most  have 
toll-free  access  via  "800"  service  while  others  have  local  service  and  are  willing  to  accept 
in-coming  collect  calls. 

Over  the  years,  there  have  been  several  papers  published  which  have  shown  the  cost- 
effectiveness  of  poison  control  services.  Their  educational  services  have  helped  decrease 
the  number  of  fatalities  from  accidental  childhood  poisonings.  Their  ability  to  triage 
patients  while  still  outside  of  the  health  care  system  and  to  direct  only  those  that  really 
need  expensive  hospital  intervention  to  hospital  emergency  rooms  has  saved  millions  of 
dollars  each  year. 

Although  fighting  to  attract  sufficient  funding  to  keep  themselves  afloat,  these  centers 
constantly  look  for  ways  to  improve  the  quality  of  their  service  and  access  to  care.  Our 
own  center  experienced  problems  with  its  telecommunications  system  and  installed  a 
disaster  recovery  system  that  utilized  AT  &  T's  ability  to  re-route  calls  when  needed.  To 
accomplish  this,  we  were  required  to  have  incoming  toll-free  service  from  outside  our 
immediate  calling  area.  We  made  the  original  decision  to  utilize  only  "800"  service  when 
we  started  operating,  in  1983.  When  we  installed  the  disaster  recovery  system  we  simply 
used  the  same  telephone  numbeT  nationwide.  Since  we  once  had  problems  with 
information  operators  telling  callers  that  we  were  not  listed  under  poison  control,  we  had 
our  telephone  number  listed  in  the  directory  as  poison  control,  The  Poison  Control 
Center,  New  Jersey  Poison  Control  and  New  Jersey  Poison  Information  and  Education 
System. 

If  you  pick  up  a  phone  at  random  locations  in  the  United  States  and  call  1-800-555-1212 
and  ask  for  the  poison  control  center,  chances  are,  you  will  be  given  our  number,  despite 
the  fact  that  the  location  may  be  covered  by  another  poison  center.  We  have  looked  into 
the  reasons  behind  this  for  many  years  and  have  tried  to  address  the  issue;  we  still  are 
charged  for  over  2,000  calls  from  outside  of  New  Jersey  each  month.  The  ease  with 
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which  "out  of  stators"  were  being  given  our  telephone  number  first  upset  us  then  excited 
us. 

The  telecommunications  industry  has  the  capability  of  routing  a  call  to  recipients  via  the 
same  "800"  number  by  area  code,  zip  code,  etc.  It  is  possible  to  have  one  nationwide 
"800"  telephone  number  for  poison  control  centers  but  have  the  calls  routed  to  the 
appropriate  center.  This  allows  for  the  expansion  and  improvement  of  services  while 
maintaining  regional  priorities  and  control. 

We  have  tried  to  sell  this  concept  to  other  poison  centers.  Unfortunately  many  poison 
centers  are  so  short  of  financial  support  that  they  are  afraid  of  the  possibility  of  incurring 
increased  costs.  Changing  to  a  nationwide  uniform  telephone  number  may,  initially,  cost 
more  than  the  present  system.  Poison  centers  have  distributed  hundreds  of  thousands  of 
pieces  of  literature  that  contain  their  current  telephone  numbers.  They  will  have  to  re- 
tool and  re-educate  and  perhaps  continue  to  run  their  current  telephone  numbers  gradually 
folding  in  the  new  number  and  deleting  the  old  lines  as  call  volume  increases  on  the 
network. 

The  American  Academy  of  Pediatrics,  in  its  1993  Annual  Chapter  Forum,  passed  a 
resolution  calling  for  "the  development  of  a  national  network  of  regional  poison  control 
centers  with  an  800  telephone  number." 

The  1994  Accreditation  Manual  for  Hospitals,  the  criteria  document  used  by  the  Joint 
Commission  on  Hospital  Accreditation  of  the  American  Medical  Association,  requires 
that  "the  pharmacy,  medical,  and  nursing  staff  have  access  to  poison-control 
information." 

The  time  is  ripe  for  a  national,  federal-government  initiated,  move  to  a  poison  control 
system.  In  such  a  system  the  access  to  care  would  be  via  a  single,  toll  free,  "800"  number 
that  would  be  directed  by  the  telephone  carrier  to  the  poison  control  center  designated  to 
respond  to  calls  from  that  area.  The  individual  centers  would  be  expected  to  know  the 
treatment  capabilities  and  transportation  and  referral  patterns  of  their  community,  to 
provide  preventive  education  programs  for  their  citizens,  and  to  cooperate  in  national  data 
collection.  The  funding  for  a  system  could  be  achieved  through  a  charge  on  all 
companies  required  to  list  cautionary  statements  on  their  labels  concerning  possible 
poison  potential  and  now  requiring  the  posting  of  the  single-access  telephone  number. 
The  estimated  cost  of  a  fully  staffed,  fully  funded  system  of  poison  control  utilizing  60 
regional  centers,  is  in  the  neighborhood  of  100  million  dollars.  If  every  company  so 
influenced  is  taxed  according  to  the  number  of  toxic  chemicals  they  produce,  and  if  there 
were  10,000  such  companies  then  their  share  would  be  in  the  range  of  $10,000.  If  state 
governments  were  to  continue  to  contribute  financial  support  to  their  own  poison  centers 
the  "tax"  rate  could  be  substantially  lower.  In  New  Jersey  and  Missouri,  hospitals  are 
already  required  to  pay  a  fee  to  partially  support  the  poison  centers  of  those  states. 
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Think  how  much  easier  it  would  be  to  teach  about  poison  centers  if  the  telephone  number 
was  "potable,"  from  one  location  to  the  next.  All  textbooks,  telephone  books,  and 
products  would  list  the  same  telephone  number!  Thousands  of  poison  prevention 
education  dollars  could  be  saved  through  joint  educational  efforts.    Most  important 
however,  this  would  allow  open  access,  toll-free,  to  the  health  care  system,  in  a  cost 
effective,  non-discriminatory  way. 

At  little  or  no  cost,  a  vibrant,  cost-effective  system  for  delivering  health  care  to  all  the 
citizens  of  the  country  during  times  of  crisis  related  to  poisonings  is  within  our  grasp. 
This  is  a  WIN/WIN  situation,  ripe  for  development 

Please  see  the  enclosed  supporting  documents. 

We  hope  that  we  can  count  on  your  help  in  sponsoring  enabling  legislation  to  develop 
this  network. 

Sincerely  yours,      . 

Steven  M.  Marcus,  MD,  FAAP 
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Injury  Deaths  By  Cause  and  Sex 
United  States  Children  Ages  0-14,  1985 
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Total  Motor  Vehicle 


%  of  Deaths 
Female 


2184 


1341 


3525 
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967 


Homicide 


536 


431 


Suffocation 


226 


109 


335 


Firearm, 
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230 
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Fall 
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Farm  machinery 


Electric  current 


40 


24 


64 


Airplane  crash 


35 


20 


55 


Other  unintentional 


377 


178 


555 


Unknown  intent 


113 


71 


184 


Medical/surgical 


52 


47 


99 


All  Injury 


5995 


3454 


9449 
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June  26,  1991 


Dr.  Steven  Marcus 

Director  Pediatric  "Toxicology 

Newark  Beth  Israel  Medical  Center 

201  Lyons  Avenue 

Newark,  NJ  07112 

Dear  Dr.  Marcus: 

In  response  to  your  interest  in  providing  a  single  800  number  for 
nationwide  use  in  conjunction  with  regional  Poison  Control  Centers, 
AT&T  is  proud  to  present  the  following  proposal.  Our  proposal  is  based 
on  the  following: 

o    A  single  800  number  will  allow  individuals  to  access  their 
local  Poison  Control  Center  in  the  most  efficient  manner. 

o    A  single  800  number  will  also  eliminate  confusion  in 

obtaining  the  number  needed  to  access  a  local  Poison  Control 
Center. 

o   Each  caller  will  automatically  be  directed  to  their  local 
Poison  Control  Center. 

With  this  in  mind  our  recommendation  includes  a  combination  of  Area 
Code  and  Exchange  Routing  capabilities  provided  on  AT&T's  800  Readyline 
Service.  We  are  looking  forward  to  implementing  this  service  in  order 
to  allow  for  more  efficient  and  less  confusing  access  to  the  Poison 
Control  Centers. 

Please  feel  free  to  contact -us  with  any  further  questions. 

Sincerely, 


YfcuumtA 

Margaret)  Durst 


(9uMt~~ 


MargaretJ  Durst 
Account  Executive 
(908)  750-5219 


IATeJ 
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BENEFITS  OF  PROPOSED  SYSTEM 


o    The  capability  to  complete  800  calls  over  existing  telephone 
lines.  Special  dedicated  lines  are  not  required. 

o    The  ability  to  complete  both  Interstate  and  Intrastate  800 
Readyline  calls  on  the  same  lines. 

o    The  ease  of  AT&T  800  Readyline  provisioning.  The 
ijnplementation  interval  is  only  5  days. 

o    Flexibility  to  receive  calls  from  any  NPA  without  being 

responsible  for  accepting  calls  from  NPA's  between  your  home 
NPA  and  the  selected  distant  NPA's. 

o   Low  entry  cost,  monthly  recurring-  fees  and  non-recurring 
fees. 

o    Distance ' sensitive  pricing  and  efficient  use  of  your  lines. 

o    Single  number  service  allowing  for  a  single  nai-ipnwide  800 
number,  thereby  decreasJjg-conf^sior>-and~increasJing_the  ease 
of  accessing  a  lccaT~Poison  Control  Center. 

The  ability  to  provide  a  continuity  of  service  and  ease  of 
linking  your  respective  centers. 

The  program  will  enhance  Newark  Beth  Israel's  nationwide 
reputation  as  having  a  leading  edge  Health  and  Human  Services 
organization . 

Each  caller  will  be  best  served  because  they  will  be  directed 
to  thejx  local  Poison  Control  Center. 


Increased  national  recognition  for  Poison  Control  Centers, 
possibly  leading  to  greater  public  support. 
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PROPOSED  SYSTEM 

AT&T  is  recommending  the  implementation  of  Single  Number  Service  in 
conjunction  with  our  AT&T  800  Readyline.  The  single  800  number  would 
be  routed  to  the  local  Poison  Control  Center  via  a  combination  of  Area 
Code  Routing  and  Exchange  Routing.  This  will  eliminate  the  need  for 
individual  800  numbers,  thereby  reducing  confusion  for  prospective 
callers  and  the  directory  assistance  operators. 

Each  Poison  Control  Center  will  have  a  separate  Routing  arrangement, 
thereby  allowing  usage  charges  be  driven  to  that  cost  center.  The 
feature  charges  will  be  billed  to  one  office. 

Area  Code  Routing  permits  you  to  determine  your  own  routing  pattern  by 
defining  the  NPA  (Number  Plan  Area)  sets,  and  the  destination  of  calls 
for  each  set. 

Exchange  Routing  (6-digit  routing)  will  allow  you  to  define  the 
destination  of  your  calls  by  routing  them  based  on  the  NPA-NXX  (Area 
Code  Plus  Exchange)  of  the  caller.  Each  branch  of  your  800  "tree"  will 
contain  defined  exchanges  for  each  Poison  Control  Center  on  board. 
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TRANSITION  PLAN 


Poison  Control  Centers  will  gradually  be  migrated  to  800-962-1253  in 
one  of  two  ways: 

1)  The  Poison  Control  Center  will  add  800-962-1253  to  their  current 
teleconrnunications  system  as  a  one  line  AT&T  800  Readyline 
service.  As  the  Center  adjusts  residents  of  their  area  to  using 
800-962-1253  as  the  new  Poison  Control  Center  reach  number, 
additional  lines  will  be  added  to  the  AT&T  800  Readyline  service 
and  lines  will  be  removed  from  the  former  800  numbers.  Additions 
and  deletions  of  800  lines  will  continue  until  the  Poison  Control 
Center's  local  residents  are 'accustomed  to  800-962-1253. 

2)  The  Poison  Control  Center  will  add  800-962-1253  as  an  AT&T  800 
Readyline  service.  The  Center  will  delete  existing  800  service 
with  a  referral  of  old  calls  to  800-962-1253.  This  referral 
service  is  free  if  the  customer  is  an  existing  AT&T  800  service 
user.  In  addition,  if  a  local  number  is  in  use,  AT&T  800 
Readyline  will  be  implemented  immediately  with  a  referral  of  calls 
provided  by  the  local  exchange  carrier. 
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PRESENT  SYSTEM 


Presently,  each  of  the  local  Poison  Control  Centers  has  their  own 
individual  phone  numbers.  Some  use  a  local  number,  and  some  an  800 
number.  In  the  past,  this  has  led  to  confusion  in  obtaining  the 
correct  number  from  directory  assistance  operators  at  the  local  level. 
AT&T's  proposal  addresses  the  following  concerns: 

o   Eliminate  confusion  in. directory  assistance. 

o   A  need  for  a  nationwide  system  for  accessing  a  local  Poison 
Control  Center  which  would  not  only  provide  a  cohesive 
effort,  but  also  economies  of  scale. 
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AMERICAN  ASSOCIATION  OF  POISON  CONTROL  CENTERS 
POLICY  STATEMENT:   POISON  CONTROL  SERVICES  IN  THE  UNITED  STATES 

Since  1953,  poison  centers  have  been  making  a  positive  contribution  to  public  health  in  the  United  States. 
The  goal  of  poison  centers  is  to  reduce  morbidity  and  mortality  due  to  poisoning.  It  is  clear  that  poison 
centers  accomplish  this  goal  while  simultaneously  decreasing  the  cost  of  health  care. 

Poison  center  personnel  include  medical  toxicologists,  clinical  toxicologists,  and  specialists  in  poison 
information.   Services  include: 

•  Emergency  telephone  treatment  recommendations  for  all  types  of  poisonings,  chemical  exposures, 
and  drug  overdoses.  This  information  is  provided  to  medical  and  non-medical  callers. 

•  Telephone  follow-up  for  hospitalized  and  non-hospitalized  patients  to  assess  progress  and 
recommend  additional  treatment  as  necessary. 

•  Research  and  surveillance  of  human  poison  exposures.     This  includes  occupational  and 
environmental  exposures  as  well  as  those  related  to  chemicals,  drugs,  and  envenomations. 

•  Community  education  in  poison  prevention. 

•  Education  in  the  recognition  and  management  of  poisonings  for  health  care  providers. 

•  Training  of  future  toxicologists. 

These  services  are  necessary.  In  1992,  the  American  Association  of  Poison  Control  Centers  reported  more 
than  1 .8  million  human  poison  exposures.  More  than  70  percent  were  managed  outside  of  a  health 
care  facility,  with  the  guidance  of  a  poison  center.  About  sixty  percent  of  these  poisoning  victims  are 
under  the  age  of  sbc;  the  majority  of  poison  exposures  are  the  result  of  unintentional  actions.  About  eighty 
percent  of  callers  to  poison  centers  are  not  medical  personnel,  i.e.  they  are  parents,  grandparents,  child 
care  providers,  and  the  poisoning  victims  themselves. 

The  importance  of  poison  center  services  to  residents  of  the  United  States  has  been  recognized  by  the 
American  Academy  of  Pediatrics,  the  American  College  of  Emergency  Physicians,  the  Arnerican  Medical 
Association,  the  Centers  for  Disease  Control  and  Prevention,  the  Institute  of  Medicine,  and  the  United 
States  Consumer  Product  Safety  Commission.  Internationally,  the  World  Health  Organization  and  the 
United  Nations  recognize  the  importance  of  poison  centers  in  every  country. 

It  has  been  shown  that  poison  centers  reduce  health  care  expenditures.  Several  studies  suggest  that  every 
dollar  spent  for  poison  centers  saves  between  four  and  nine  dollars  by  preventing  unnecessary  ambulance 
transports  and  emergency  department  visits  alone.  The  current  funding  crisis  that  is  resulting  in  the 
curtailment  and  elimination  of  poison  center  services  will  result  in  increased  morbidity  and  mortality  from 
poisoning  and  an  increase  in  health  care  costs. 

Despite  the  fact  that  poison  centers  save  lives  and  decrease  health  care  costs,  poison  center  services 
throughout  the  United  States  are  being  eroded  due  to  inadequate  funding.  Funding  cutbacks  have  resulted 
in  reduction  or  elimination  of  community  poison  prevention  education,  reduced  areas  of  service,  reduced 
hours  of  service,  reduced  toll-free  access,  delayed  acquisition  of  current  references,  and  reduced  training 
programs  for  future  toxicologists.  In  some  areas  of  the  country,  poison  center  funding  has  been  totally 
eliminated.  By  the  end  of  1993,  only  54  percent  of  the  United  States  population  was  served  by  a  certified 
regional  poison  center,  one  that  meets  national  quality  standards. 

The  American  Association  of  Poison  Control  Centers  believes  that  every  resident  of  the  United  States 
should  have  access  to  the  life-saving,  cost  effective  services  of  a  certified  regional  poison  center.  Further, 
these  poison  centers  should  be  included  in  and  funded  as  integral  elements  of  this  nation's  health  care 
delivery  system. 

(The  American  Association  of  Poison  Control  Centers  is  the  professional  organization  for  poison  centers 
and  poison  center  personnel.  AAPCC  activities  include  sponsoring  an  annual  scientific  assembly, 
maintaining  the  only  national  data  collectibh  systemfor  poison  exposures  in  the  United  States,  conducting 
voluntary  certification  programs  for  regional  poison  centers  and  for  specialists  in  poison  information,  and 
support  for  poison  prevention  education  programs.)  February  1 994 
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HUDSON  VALLEY  REGIONAL  POISON  CENTER 

The  Nyack  Hospital  •  160  North  Midland  Avenue  •  Nyack,  New  York  10960-1998  •  914/348-2615 

March  18,  1994 


The  Honorable  Edolphus  Towns,  Chairman 

Subcommittee  on  Human  Resources  &  Intergovernmental  Relations 

Committee  on  Government  Operations 

United  State  House  of  Representatives 

B  372  Rayburn  House  Office  Building 

Washington,  DC  20515-6143 

Dear  Representative  Towns: 

On  behalf  of  the  Hudson  Valley  Regional  Poison  Center  in 
Nyack,  New  York,  I  wish  to  thank  you  for  your  concern  and  efforts 
related  to  the  issue  of  Poison  Center  funding.  I  was  fortunate 
enough  to  attend  the  hearings  on  March  15  and  to  witness  your 
dedication  first  hand. 

I  realize  that  you  will  be  receiving  many  letters  from  our 
poison  centers  and  our  supporters.  You  listened  to  the  testimony 
from  three  mothers  who  voiced  the  opinions  of  mothers  everywhere. 
Every  day,  we  receive  calls  from  mothers  who  are  as  frantic  and 
concerned  as  the  one  you  listened  to  during  the  testimony  of  John 
Trestrail  of  the  Blodgett  Regional  Poison  Center  in  Michigan. 

We  appreciate  your  continued  efforts  and  offer  our  services  if 
we  can  be  of  any  assistance.  We  will  be  writing  to  our 
representatives  in  both  the  state  and  federal  government. 

As  Chair  of  the  American  Association  of  Poison  Control  Centers 
Public  Education  Committee,  I  will  notify  all  of  our  public 
educators  and  solicit  their  support. 

Sine^rely, 


patrxcia  L.  Purello 
Administrative  Director 
Hudson  Valley  Poison  Center 
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A  CERTIFIED  CENTER  OF  THE  AMERICAN  ASSOCIATION  OF  POISON  CONTROL  CENTERS 

SERVING  THE  FOLLOWING  COUNTIES  IN  NEW  YORK  STATE: 


Albany 

Dutchess 

Greene 

Otsego 

Saratoga 

Ulster 

Clinton 

Essex 

Hamirton 

Putnam 

Schenectady 

Warren 

Columbia 

Franklin 

Montgomery 

Renssetaei 

Schoharie 

Washingion 

Delaware 

Fulton 

Orange 

Rockland 

Sullivan 

Westchester 
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Massachusetts 
Poison  Control 
System 

300  Longwood  Avenue 
Boston,  MA  021 15 


Poison  Information 
and  Emergency 

Greater  Boston  Area 
617-232-2120 

Massachusetts  Toll  Free 
1-800-682-9211 

Administrative 

Office 

617-735-6609 


©C 


Designated  as  a  Regional 
Poison  Center  by  the  American 
Association  of  Poison  Control 
Centers. 


Supported  by  the  Massachusetts 
Department  of  Public  Health,  Bos- 
ton City  Hospital.  The  Children  i 
Hospital.  New  England  Medical 
Center,  University  of  Massachusetts 
Medical  School,  Community  and 
leaching  Hospitals  throughout  the 
Commonwealth. 


March  21,  1994 


Representative  Edolphus  Towns 
Subcommittee  on  Government  Operations 
U.S.  House  of  Representatives 
B372  Rayburn  House  Office  Building 
Washington,  D.C.   20515-6143 


Dear  Representative  Towns: 


This  letter  addresses  issues  raised  by  the  hearings 
on  poison  control  centers  held  last  week  by  your 
subcommittee.  It  is  written  in  support  of  the  concept  of 
Federal  funding  for  ALL  regional  poison  centers  in  the 
U.S.  The  Massachusetts  Poison  Control  System  serves  a 
well-defined  and  critical  role  in  emergency  medical 
services  available  to  the  5.8  million  citizens  of  the 
Commonwealth.  While  we  enjoy  some  support  from  our  state 
government,  our  budget  is  severely  constrained  because  of 
the  declining  participation  by  private  funders. 

Necessarily  our  services  will  be  adversely  impacted 
by  this  lack  of  resources.  Since  90%  of  our  budget 
provides  salaries  of  the  nurses,  pharmacists,  and 
physicians  giving  on-line  advice  to  the  public  and  health 
professionals,  we  can't  hire  enough  people  or  provide 
them  with  state-of-the-art  equipment.  Our  starting  salary 
is  much  too  low  to  be  able  attract  and  retain  all  the 
top-flight  people  we  need.  With  good  luck  and  the  hard- 
working dedicated  small  staff  that  we  do  have,  we  have 
maintained  the  standard  of  medical  care  that  the  people 
of  Massachusetts  have  come  to  expect  of  this  emergency 
service.  I  fear  for  our  ability  to  do  so  in  the  future. 
With  the  inevitable  cut-backs  and  service  restrictions 
that  we  will  experience  without  new  sources  of  financial 
support,  the  people  of  Massachusetts  will  suffer 
unacceptably  from  this  most  common  type  of  injury. 
Moreover,  the  lack  of  poison  center  services  will  cost 
them  money, since  our  poison  center  saves  the  Commonwealth 
more  than  $2  million  dollars  each  year  in  unnecessary 
emergency  services  averted. 

I  urge  you  to  work  with  the  American  Association  of 
Poison  Control  Centers  to  insure  the  continued  viability 
of  this  cost-saving,  unique  and  absolutely  vital  aspect 
the  health  care  system. 


Al 
Director,  Massa 


Poison  Control  System 
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AMERICAN  ACADEMY  of 
CLINICAL  TOXICOLOGY,  Inc. 


21  March   1994 
Wayne  R.  Snodgrass,  M.D,  PhD 
President,  AACT 

University  of  Texas  Medical  Branch 
Box  1-31,  Laboratory  Room  315 
10th  &  Market  Streets 
Galveston,  TX   77555-1031 
(409)  772-9612  (Office) 
(409)  772-3917  (Fax) 

Representative  Edolphus  Towns 
Subcommittee  on  Human  Resources 

and  Intergovernmental  Relations 
Committee  On  Government  Operations 
U.S.  House  of  Representatives 
B-372  Rayburn  House  Office  Bldg 
Washington 
DC   20515 — 6143 

RE:  funding  for  poison  centers 

Dear  Representative  Towns: 

The  American  Academy  of  Clinical  Toxicology  vigorously  supports 
enhanced  and  stable  funding  of  regional  poison  centers  in  the  U.S. 
It  is  vital  that  the  services  of  poison  centers  be  available  to  the 
entire  population  of  our  country. 

Regional  poison  centers  and  the  medical  toxicologists  affiliated 
with  them  provide  high  quality  services  that  are  demanded  by  the 
general  public,  that  result  in  decreased  morbidity  and  mortality, 
and  that  result  in  cost  savings. 

The  American  Academy  of  Clinical  Toxicology  applauds  your  efforts 
and  encourages  your  continued  support  to  provide  these  needed 
services  to  the  general  public.  Both  children  and  adults 
everywhere  will  benefit  greatly  from  your  efforts. 

Sincerely, 


yia*pa  Kjmm/i^^ 


Wayne  R.  Snodgrass,  M.D.,  Ph.D. 

Professor  and  Head 

Clinical  Pharmacology-Toxicology  Unit 

Medical  Director,  Texas  State  Poison  Center 

Diplomate,  American  Board  of  Pediatrics 

American  Board  of  Medical  Toxicology 
American  Board  of  Clinical  Pharmacology 
President,  American  Academy  of  Clinical  Toxicology 
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March  23,  1994 

Representative  Edolphus  Towns 

Subcommittee  on  Human  Resources  and  Intergovernmental  Relations 

Committee  on  Governmental  Operations 

United  States  House  of  Representatives 

B372  Rayburn  House  Office  Building 

Washington,  D.C.  20515-6143 

Dear  Representative  Towns: 

Enclosed  is  the  Fresno  Regional  Poison  Center's  response  to  the 
congressional  subcommittee  hearing  on  poison  center  funding  which 
you  chaired  on  March  15,  1994. 

On  April  15,  1994,  the  financial  support  of  the  Fresno  Regional 
Poison  Center  will  be  discontinued  by  Fresno  Community  Hospital 
and  Medical  Center.  For  over  20  years,  our  poison  center  provided 
24  hour  emergency  services  to  over  2  million  people  in  seven 
counties  of  California's  Central  Valley.  At  the  last  minute, 
through  the  foresight  of  another  local  hospital,  our  funding  has 
been  picked  up  for  a  short  time  in  the  hopes  that  alternative 
funding  can  be  found. 

The  existence  of  poison  centers  throughout  the  country  is  being 
threatened  as  funding  cuts  continue.  Public  awareness  of 
discontinued  poison  center  services  is  increasing  as  the  news 
media  is  beginning  to  pick  up  on  this  issue.  We  would  appreciate 
your  support  of  legislative  efforts  to  establish  a  stable  funding 
source  for  this  nation's  Regional  Poison  Center  system. 

Should  you  require  more  specific  information  from  us  regarding 
this  issue,  please  feel  free  to  contact:  Brent  Ekins,  Pharm.D., 
Director,  Fresno  Regional  Poison  Center,  Valley  Children's 
Hospital,  3151  N.  Millbrook,  IN31,  Fresno,  CA.  93703.  or  call 
(209)  241-6040. 


Sincjterely, 

Gary~W-^— Ever  son,  Pha: 


Gary~~"W-»_. Ever  son,  Pharm.D. 
Poison  Information  Specialist 
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DATE:  March  23,  1994 

TO:  Representative  Edolphus  Towns 

Subcommittee  on  Human  Resources  and  Intergovernmental  Relations 
Committee  on  Governmental  Operations 
United  States  House  of  Representatives 
B372  Rayburn  House  Office  Building 
Washington,  DC  20515-6143 

FROM:  Fresno  Regional  Poison  Center 

Community  Hospitals  of  Central  California 
2823  Fresno  Street 
Fresno,  CA   93721 

CONTACT:  Brent  Ekins,  Pharm.D. 

For  inclusion  in  the  record  of  the  United  States  Congressional 
Hearing  Entitled:  "Poison  Control  Centers:  Is  There  An  Antidote 
For  Budget  Cuts?" 

HEADLINE:  FRESNO  POISON  CENTER  MAY  CLOSE!  Who  cares  whether 
another  poison  center  closes?  EVERYONE  should.  The  thousands  of 
parents  with  two  and  three  year  old  toddlers  care  about  whether 
there  will  be  anyone  to  answer  their  emergency  call.  Public  health 
officials  care  that  poison  centers  freguently  identify  and  bring  to 
their  attention  cases  of  food  poisoning  that  may  threaten  the 
public.  Farm  workers  who  freguently  handle  dangerous  pesticides 
care  that  they  have  access  to  a  poison  center  24  hours  a  day. 
Physicians  care  that  they  can  contact  the  poison  center  and  receive 
the  most  up  to  date  poison  information  tailored  to  the  needs  of 
their  patient.  Specialists  in  semiconductor  manufacturing  and  the 
chemical  industry  care,  their  poison  center  helped  them  develop 
first  response  guidelines  to  treat  workers  exposed  to  various 
chemicals  in  the  workplace.  The  fire  department's  Hazardous 
Materials  Response  Team  cares,  they  have  called  the  poison  center 
often  when  responding  to  a  spill  involving  an  unfamiliar  chemical. 

If  everyone  needs  poison  centers,  why  are  they  disappearing? 
The  reason:  Poison  Centers  provide  services  to  the  public, 
government  agencies,  hospitals  and  industry  FREE  OF  CHARGE.  Poison 
Centers  receive  no  reimbursement  for  services  provided.  Why? 
Because  so  many  different  segments  of  the  population  are  served,  no 
one  can  agree  who  should  pay.  Traditionally,  whichever  hospital 
housed  a  poison  center  generally  provided  funds  to  maintain  its 
operation.  Unfairly,  other  hospitals,  government  agencies  (such  as 
County  Emergency  Medical  Services) ,  insurance  companies,  and 
industry  benefit  from  the  services  provided,  yet  do  not  financially 
support  their  Poison  Center.  Now,  with  major  health  care  reform 
legislation  around  the  corner,  hospitals  and  other  health  care 
agencies  are  already  anticipating  federal  regulation  by  cutting 
services  that  are  non  revenue  generating  or  which  are  not 
profitable.  Hospital  administrators  are  forced  to  look  only  at  "the 
bottom  line."  It  is  for  this  reason  that  the  Fresno  Regional  Poison 
Center  is  being  dropped  by  its  supporting  hospital . 

Poison  Center  intervention  saves  millions  in  health  care 
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dollars.  Poison  Centers  routinely  identify  those  poisoned  patients 
who  can  be  managed  safely  at  home  and  prevent  needless  and  costly 
admissions  to  emergency  departments.  Health  maintenance 
organizations  (HMO's),  insurance  companies,  and  government 
sponsored  health  care  save  money  each  time  a  patient  avoids  a 
needless  procedure  or  hospital  visit.  For  example,  poison  center 
recommendations  often  prevent  the  needless  employment  of  expensive 
procedures  like  hemodialysis  or  hemoperfusion  when  their  use  will 
not  change  the  medical  outcome  of  the  patient.  Likewise,  expensive 
antidotes  are  only  recommended  when  indications  exist  requiring 
their  use.  In  contrast,  poison  centers  urging  the  early  use  of 
hemodialysis  for  such  agents  as  methanol  and  ethylene  glycol  can  be 
life  saving.  While  poison  center  cost  effectiveness  data  have  been 
provided  to  many  insurance  companies,  HMO's  and  government 
agencies,  they  have  refused  to  recognize  any  financial 
responsibility  to  support  Poison  Centers.  It  is  ironic  that,  with 
the  focus  on  health  care  reform  today  in  the  United  States,  Poison 
Centers  that  save  health  care  dollars  are  being  forced  to  close 
down. 

Interestingly,  Counties  have  been  given  the  responsibility  of 
public  health  care.  However,  States  are  decreasing  funds  provided 
to  counties  for  administering  health  programs.  In  our  region,  we 
have  attempted  to  obtain  funding  from  all  seven  counties  we  serve. 
Counties  respond  by  citing  that  Poison  Center  services  are  not 
mandated  by  law  and  therefore  not  their  financial  responsibility. 
Other  poison  centers  in  the  state  have  been  met  with  the  same 
response  by  the  counties  they  serve.  Also,  the  State  of  California, 
while  providing  a  small  level  of  funding,  has  continued  to  cut 
funding  for  the  seven  poison  centers  in  the  state.  This  has  caused 
financial  hardship  for  all  California  poison  centers.  One  center 
has  closed  and  the  viability  of  two  other  centers  is  threatened. 

Poison  Centers  across  the  country  are  being  forced  by  their 
supporting  hospitals  to  find  other  funding  or  face  closure.  This  is 
the  position  that  the  Fresno  Regional  Poison  Center  has  been  faced 
with.  A  short  term  solution  to  Poison  Center  funding  is  not  the 
answer.  Another  financial  crisis  will  come  along  again  threatening 
the  closure  of  other  Poison  Centers.  Attempts  we  have  made  to 
obtain  adequate  funding  at  the  state  and  local  levels  have  been 
unsuccessful.  We  believe  that  some  type  of  federal  intervention  is 
essential  at  this  time  to  assure  the  continued  operation  of 
Regional  Poison  Centers  throughout  the  country. 

The  elimination  of  the  Poison  Center,  as  an  institution,  is  a 
major  step  backward  for  this  Country.  Ultimately,  health  care 
dollars  will  be  wasted  and  children's  lives  will  be  lost  in  the 
process.  Responsibility  has  to  be  accepted  at  some  level  to  assist 
in  formulating  a  plan  to  insure  that  Poison  Center  emergency 
services  remain  available  to  everyone. 

cc:   Representative  Henry  A.  Waxman   Senator  Barbara  Boxer 

Senator  Diane  Feinstein  Representative  Calvin  Dooley 

Representative  Rick  Lehman       Representative  Gary  Condit 
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Dartmouth-Hitchcock  Medical  Center 

W/, 


New  Hampshire  Poison  Information  Center  One  Medical  Center  Drive 

A  service  provided  fry  DHMC,  serving  New  Hampshire  since  1957  Lebanon,  New  Hampshire  03756 

Member,  American  Association  of  Poison  Control  Centers  Emergency  Calls  in  NH:  1-800-562-8236 

Administrative  Calls:  603-650-6318 
FAX  603-65(W986 


March  23,  1994 


Honorable  Edolphus  Towns,  Chair 
Subcommittee  on  Human  Resources 
House  Committee  on  Government  Operations 
B  372  Rayburn  HBO 
Washington,  DC  20515 

Dear  Chairman  Towns: 

On  behalf  of  the  New  Hampshire  Poison  Information  Center  (NHPIC)  located  at 
Dartmouth-Hitchcock  Medical  Center,  we  would  like  to  thank  you  for  convening  a 
hearing  in  the  House  of  Representatives  on  "Poison  Control  Centers:  Is  There  an 
Antidote  for  Budget  Cuts?" 

We  strongly  support  this  endeavor  for  federal  funding.  With  the  changes  in 
health  care  delivery  and  health  care  reform,  it  is  not  practical  for  a  few  hospitals  to  bear 
the  financial  burden  of  funding  our  country's  poison  centers. 

The  NHPIC  is  the  designated  Poison  Cente;  for  the  State  of  New  Hampshire  and 
for  several  years  our  goal  has  been  to  become  a  Certified  Regional  Poison  Center.  We 
have  qualified  professional  staff;  however,  because  of  limited  funding,  we  need  an 
outreach  educator,  dedicated  night  coverage,  and  a  medical  toxicologist.  These  three 
standards  for  poison  center  certification  must  be  met  in  order  to  provide  our  constituents 
with  standards  consistent  with  the  rest  of  the  country. 

We  are  proud  of  the  public  service  we  offer  and  know  that  we  save  not  only  lives, 
but  valuable  health  care  dollars.  It  is  our  wish  to  be  considered  for  federal  funding. 

Sincerely, 

Lin  Courtemanche,  RN,  CSPI  Karen  Buttrey,  Vice  President 

Supervisor,  NHPIC  Clinical  Services 

Mary  Hitchcock  Memorial  Hospital  Mary  Hitchcock  Memorial  Hospital 


Dartmouth  Medical  School  -  The  Hitchcock  Clinic  ■  Mary  Hitchcock  Memorial  Hospital  -  Veterans  Affairs  Hospital 

Matthew  Thornton  Health  Plan 
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Central 

New  York 

Regional 

Poison 

Control 

Center 


315-  476-   4766 
800-  252-  5655 


The  Honorable  Edolphus  Towns 
Subcommittee  on  Human  Resources 

and  Intergovernmental  Relations 
Committee  on  Government  Operations 
United  States  House  of  Representatives 
B372  Raybum  House  Office  Building 
Washington.  DC  2051  Wl  43 


Dear  Mr.  Towns. 


March  24.  1994 


On  behalf  of  the  Central  New  York  Poison  Control  Center  I  submit  the  following  to  be 
Included  In  the  record  of  the  Congressional  hearing  of  March  15.  1994  entitled  "Poison 
Control  Centers  Is  There  An  Antidote  For  Budget  Cuts?*,  to  further  substantiate  the 
effectiveness  of  Regional  Poison  Control  Centers  and  in  support  of  continued  funding  fa 
Poison  Centers  nationwide. 

The  Central  New  York  Poison  Control  Center  Is  charged  by  the  NY  State  Poison  Network 
Act  with  the  responsibility  of  servicing  a  population  base  of  nearly  2  million  people.  In 
1992  the  Center  received  ovsr  20,000  cafe  from  a  14  county  region  which  extends  from 
the  Canaclan  to  the  Pennsylvania  borders.  Eighty-two  percent  of  calls  to  our  Center 
result  In  home  management.  Impacting  on  a  reduction  in  both  the  cost  and  the  severity 
of  poisonings  to  the  people  in  upstate  NY  that  we  serve. 

Recently  we  conducted  a  telephone  survey  of  200  callers  to  the  Poison  Control  Center. 
Only  one  question  was  asked  of  the  caller.  "Who  would  you  have  called  if  the  Poison 
Center  did  not  exist?"  Directives  were  given.  There  was  to  be  no  editorializing  and  no 
answers  were  suggested.  Of  those  200  responses  the  break  down  was  as  follows: 

Would  call  or  go  to  a  doctor  45%  (89) 

Would  can  or  go  to  an  Emergency  Room  35%  (75) 

Other  (call  a  relative,  do  nothing  etc.)  9%  (19) 

Would  call  91 1  or  other  "authority'  8%  (1 6) 


® 


University  Hospital  •  750  East  Adams  Street  •  Syracuse,  NY  13210 

A  Service  of  the  Slate  University  of  New  Yortt  Health  Science  Center.  Syracuse  at  University  Hospital 
SU  A  Member  of  the  American  Association  of  Poison  Control  Centeis 
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2/ 
These  numbers  dearly  indicate  that  the  CNYPCC  Is  Impacting  on  a  reduction  In  the  cost 
of  poteonlng  by  keeping  the  poison  victim,  whose  condition  does  not  require  medical 
attention,  out  of  health  care  factttles.  Additionally,  callers  to  the  Center  aBude  to  the 
"piece  of  mind"  that  our  Center  provides  to  our  region  to  which  It  is  dfficult.  If  not 
Impossible,  to  attrtoute  a  dollar  sign. 

Statistics  for  the  past  5  years  show  that  only  1 1%  of  caHs  to  the  Central  New  York  Poison 
Control  Center  annualty.  Indicate  management  that  Included  treatment  at  a  health 
care  faciltty.  If  an  20,000  callers  to  the  Poison  Center  In  1992  rushed  Instead  to  an 
Emergency  Department  the  cost  for  visits  only  would  have  been  somewhere  In  the 
vicinity  of  $5,000,000  (20.000  coHsx  $250  per  average  ED  visit).  If  we  add  to  that  figure  the 
cost  of  emergency  transport  at  an  average  of  $225  per  call  we  add  another  $4,500,000. 
now  bringing  the  total  to  $9,500,000.  Then  subtracting  the  11%  that  actually  required 
emergency  treatment  In  a  health  care  facility,  as  our  statistics  Indicate,  the  Central  New 
York  Poison  Center  alone  saved  publicly  financed  and  private  health  insurers  $  8,450.000 
In  that  one  yecr  period. 

Onondaga  County,  with  the  highest  population  in  our  coverage  area  accounts  for 
roughly  35%  of  our  total  coil  volume.  Prior  to  our  establishing  protocol  and  procedures 
for  Onondaga  County  91 1  /CNYPCC  Interfacing,  all  poison  calls  to  fire  control,  sheriff  and 
police  automatically  resulted  in  patient  transfer  to  an  Emergency  Department,  many 
times  unnecessarily  but  always  at  the  victim's  financial  and  emotional  expense.  Poison 
calls  to  the  91 1  service  are  now.  as  of  Fall  1993.  transferred  to  the  Poison  Control  Center 
for  management.  The  majority  of  those  calls  are  able  to  be  managed  In  the  home 
through  telephone  consultation.  We  are  presently  negotiating  with  911  in  4  other 
counties  in  our  service  area  so  that  all  poison  calls  to  the  91 1  Center  are  to  be  managed 
by  the  Central  NY  Poison  Control  Center  in  a  further  attempt  to  reduce  unnecessary  trips 
to  the  Emergency  Department  due  to  poisonings. 

If  the  Poison  Center  was  not  available  to  provide  Immediate  and  accurate  telephone 
management  to  the  sixty  or  so  poison  victims  dally,  transport  to  one  of  the  33 
Emergency  Departments  or  urgent  care  centers  In  our  region  would  occur .  taxing  both 
the  publicly  financed  and  private  health  Insurers  as  well  as  taxing  the  limits  of  the 
emergency  response  system  itself. 
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CNY  POBON  CENTER  FACTS 

•  The  CNYPCC  provides  nearly  two  million  people,  both  health  care  professionals  and 
general  public  aHke.  with  24  hour  telephone  accessibility  to  Registered  Nurses 
trained  m  toxicology,  supervised  by  our  Medical  Director,  ready  to  provide  auallty 
management  of  the  poison  victim  365  days  per  year. 

•  Our  data  base  is  accessed  through  subscription  to  the  nationally  recognized 
Mlcromedex  CCIS  system  which  provides  updated  Information  on  the  possible 
toxicity  on  over  500.000  products,  drugs  and  plants. 

•  The  Center  maintains  and  updates  lists  of  referrals  and  consultants  in  the  field  of 
manufacturing  and  toxicology  as  well  as  In  government  and  health  agencies  to  aid 
In  the  management  of  the  poison  victim. 

•  Twenty-one  percent  of  calls  to  the  Central  NY  Poison  Control  Center  are  Information 
only,  preventing  poisonings  before  they  occur. 

•  Health  educators  conduct  programs  throughout  the  year  for  both  health  care 
professionals  for  the  general  public  to  Increase  general  awareness  of  the  existence 
and  services  of  the  CNYPCC  and  how  to  access  those  services. 

•  The  Center  maintains  surveillance  of  human  exposures,  reporting  those  statistics  to 
the  American  Association  of  Poison  Control  Centers  for  national  comparison  and 
compilation  for  the  purpose  of  tracking  Instances  of  morbidity  and  mortality  In  our 
regions  as  well  as  monitoring  any  trends  they  may  develop  locally  and  nationwide. 

The  issue  of  Health  Care  confronts  each  and  every  one  of  us  as  we  ask,  "at  what 
expense"?  The  effectiveness  of  Poison  Centers  nationwide  Is  one  health  Issue  that  Is 
well  substantiated  to  be  a  cost  effective  method  in  the  management  of  the  poison 
victim.  We  plead  for  legislators  to  carefully  study  the  issue  of  funding  for  Poison  Control 
Centers,  including  the  many  potential  funding  mechanisms  that  have  been  presented 
to  you  and  to  orchestrate  a  sound  financial  plan  that  wBI  allow  for  continued,  effective 
and  quality  management  of  the  poison  victim  through  Poison  Centers  nationwide. 

Yours  truly. 


(Jul  Qvndd^ 

GallBanach 
Education  Coordinator 
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OIOPOIA    POItOW    CONI1HH  C1WHB 

GRADY  MEMORIAL  HOSPITAL 

80  BUTLER  STREET.  I.E.     ATLANTA.  GEORGIA  30335 
(404)  5t9-4400 


March  24.  1994 


Rep.  Edoiphus  Towns 
Subcommittee  on  Human  Resources 

and  Intergovernmental  Relations 
Committee  on  Government  Operations 
United  States  House  of  Representatives 
B372  Raybum  House  Office  Building 
Washington,  DC       205 1 5-61 43 

RE:    Poison  Control  Center  Funding 
Sir, 

We  wish  to  support  the  testimony  recently  given  by  Dr.  Tom  Kearney  on  the  impact 
on  the  health  care  delivery  system's  finances  and  resources  if  poison  center  closings 
continue. 

Quality  of  care  is  another  significant  aspect  that  can't  be  overlooked.  In  1987,  the 
Georgia  Poison  Center  conducted  a  survey  of  callers  to  assess  their  actions  if  there 
were  no  poison  center.  Besides  the  obvious  actions,  calling  the  pediatrician  or  going 
to  the  emergency  room,  numerous  inappropriate  actions  were  given.  These  ranged 
from  calling  "someone",  following  label  information  (some  of  which  give  inappropriate 
Information)  and  "giving  salt  water"  (which  has  caused  fatality  in  children)  to  "go  to 
the  library  and  look  it  up",  "have  a  heart  attack"  and  "trust  in  the  Lord". 

While  these  inappropriate  responses  accounted  for  only  4%  of  the  survey 
respondents,  they  are  still  too  many. 

Dr.  William  King  of  the  Poison  Center  at  Children's  Hospital  in  Birmingham,  Alabama 
documented  the  adverse  financial  Impact  experienced  by  the  residents  of  the  Louisiana 
after  its  poison  center  closed,  due  to  state  budget  cuts,  in  1 988.  The  results  of  that 
study  showed  that  60.3%  of  the  human  poisonings  in  Louisiana  resulted  in  a  "self- 
referral"  to  a  health  care  facility,  at  an  estimated  cost  of  $1 .4  million  in  1 989.  This 
compared  to  14.5%  of  self-referrals  in  Alabama  when  poison  center  services  were 
available.  Almost  three  times  the  number  of  human  poisonings  were  handled  at  home 
when  a  poison  center  was  available. 


or 
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We  encourage  you  to  help  find  a  permanent  solution  to  poison  center  funding  before 
more  centers  close.  It  is  certainly  better  to  preserve  the  poison  centers  we  have  now, 
rather  than  rebuild  a  poison  center  network  in  response  to  the  crisis  that  Is  sure  to 
occur  with  continued  closures. 


Sincerely, 


Herrlngton,  BS,  CSPI 
Director  of  Education 


Robert  J.  Geller,  MO 
Medical  Director 


Lome  K.  Garrettson,  MD 
Director  of  Clinical  Toxicology 


rd  P.  Lopez,  PharmD 
Managing  Director 
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American 
Association  of 
Poison 
Control 
Centers,  Inc. 


Secretary 

Treasurer 

Board  of  Directors 


Gary  M  Oderoa,  PhamiD.  MPH 
Richard  S  Weisman,  PharmD 
TobyLitovitz,MD 
JohnH  Trestrall.  III.RPh 
Thomas  E  Kearney.  PharmD 
Brent  Burton.  MD,  MPH 
RitaMrvos,  RN 
Sven  Normann,  PharmD 
George  C  Rodgers.  Jr ,  MO.  PhD 
Blaine  (Jess)  Benson.  PharmD 
Leslie  Ann  Jones  Easom,  RPh 
Wendy  Klein-Schwartz.  PharmD 
Michael  Shannon.  MD.  MPH 


March  24,  1994 


The  Honorable  Edolphus  Towns 

Chairman,  Humaft  Resources  and  Intergovernmental 

Relations  Subcommittee 
Committee  on  Government  Operations 
Congress  of  the  United  States 
House  of  Representatives 
2157  Rayburn  Office  Building 
Washington,  DC   20515-6143 

Dear  Congressman  Towns: 

I  would  like  to  clarify  testimony  presented  at  the  Hearing  on  "Poison  Control 
Centers:   Is  There  an  Antidote  for  Budget  Cuts"  relating  to  the  current  role  of  the  federal 
government  and  would  like  this  letter  to  be  added  to  the  official  record  of  the  hearing. 
The  majority,  but  not  all,  of  these  comments  relate  to  the  testimony  of  J.  Michael 
McGinnis,  M.D.,  the  Deputy  Assistant  for  Health  and  Director,  Office  of  Disease 
Prevention  and  Health  Promotion. 

As  you  are  aware  the  first  Poison  Center  began  operation  approximately  forty 
years  ago.   Since  that  time  the  role  of  the  federal  government  has  been  modest  both 
with  regard  to  financial  and  other  support.   At  one  point  a  National  Clearinghouse  for 
Poison  Control  Centers  existed  that  provided  product  information  to  Poison  Centers  and 
collected  and  reported  Poison  Center  data.   Both  of  these  functions  have  been  taken 
over  by  other  organizations.   Micromedex,  Inc.,  provides  product  and  treatment 
information  primarily  through  it's  Poisindex  data  base.   The  American  Association  of 
Poison  Control  Centers  (AAPCC)  maintains  the  TESS  system  as  a  national  data 
collection  system  on  poison  exposures.   Although  I  do  not  feel  that  the  National 
Clearinghouse  for  Poison  Control  Centers  needs  to  be  reestablished,  there  does  need  to 
be  a  federal  lead  agency  for  poisoning  and  Poison  Centers.   That  lead  agency  should 
probably  be  the  National  Center  for  Injury  Prevention  and  Control  at  CDC,  although 
others  may  be  appropriate  as  well. 


OaryOderda,  PharmD.  MPH 
MM  Skagga  Hatt 

University  ol  Utah 

College  of  Pharmacy 

Sail  Lake  City  UT  M112 

Vote.  80!  -Ml  5S*4     F.i  801  MM  160 
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The  role  of  block  grants  in  supporting  the  operation  of  Poison  Centers  was 
discussed  at  the  hearing.  This  includes  both  CDC  and  Bureau  of  Maternal  and  Child 
Health  block  grant  programs.   It  is  ti  ue  that  a  few  Poison  Centers  receive  some  funding 
from  block  grants.   Despite  considerable  efforts  on  the  part  of  Poison  Centers  to  obtain 
block  grant  funding  the  number  of  Centers  that  receive  funding  from  this  mechanism  is 
small  and  the  amount  of  money  involved  is  less  than  two  percent  of  the  overall  cost  of 
operating  Poison  Centers  in  the  U.S.   To  assume  that  the  current  block  grant  program 
can  play  a  significant  role  in  solving  the  Poison  Center  funding  crisis  is  foolish.   Funding 
that  is  already  provided  is  committed  to  other  programs.  I  think  it  is  extremely  unlikely 
that  states  would  be  willing  to  cut  budgets  sufficiently  that  they  feel  are  critical  and 
have  a  history  of  funding  to  provide  sufficient  funds  to  support  Poison  Centers.  The 
state  of  Utah,  where  I  live,  provides  some  Maternal  and  Child  Health  block  grant  funding 
to  the  Poison  Center.  The  Poison  Center  has  been  working  closely  with  the  Health 
Department  to  identify  alternative  funding  to  free  up  block  grant  money  to  support  other 
critical  programs.   Even  if  additional  funding  is  provided  via  the  block  grant  mechanism 
to  address  the  Poison  Center  problem  I  would  anticipate  that  there  would  be  chaos  in 
the  fifty  states  and  the  District  of  Columbia  as  a  free  for  all  ensues  among  many 
programs  fighting  for  this  money.   If  identified  funding  is  not  directed  to  Poison  Centers 
the  problem  will  not  be  solved. 

The  CDC,  and  the  National  Center  for  Injury  Prevention  and  Control  (NCIPC)  in 
particular,  has  had  little  interest  in  Poison  Centers  and  general  clinical  toxicology.   Dr. 
McGinnis  mentioned  that  CDC  provided  technical  advice  to  the  AAPCC  on  the  revision 
of  the  TESS  data  collection  instrument.  This  involvement  included  reviewing  the  draft 
revised  instrument  and  providing  a  letter  with  suggestion  for  changes.  Approximately 
two  years  ago  I  met  with  Dr.  Roper  at  CDC  to  discuss  my  concerns  about  the  lack  of 
involvement  of  the  CDC  in  poisoning.  One  of  my  concerns  related  to  the  appointment 
of  the  Advisory  Committee  for  the  National  Center  for  Injury  Prevention  and  Control.  It 
was  my  understanding  at  that  time  that  there  was  not  a  single  individual  on  the 
Advisory  Committee  with  any  interest  or  expertise  relating  to  Poison  Centers  and 
general  clinical  toxicology.  Although  Dr.  Roper  seemed  sympathetic  and  willing  to 
address  this  issue  he  left  office  shortly  thereafter.   In  my  opinion  the  composition  of  the 
National  Center  for  Injury  Prevention  and  Control  Advisory  Committee  says  a  great  deal 
about  their  commitment,  and  interest,  in  Poison  Centers.   Dr.  McGinnis  did  not  mention 
the  role  of  ATSDR  within  CDC.  Through  the  leadership  of  Max  Lum  ATSDR  has  work 
with  the  AAPCC  on  several  projects  that  provided  training  to  Poison  Center  staff  on 
issues  relating  to  environmental  toxicology.  I  would  hope  that  the  involvement  of 
ATSDR  with  AAPCC  would  continue  and  grow. 
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As  was  mentioned  at  the  hearing,  the  CDC  supports  research  and  training  at 
Poison  Centers  through  its  extramural  grants  program.   I  am  aware  of  only  two  Poison 
Centers  that  have  received  any  funding  through  this  mechanism.   In  both  cases  funding 
was  provided  to  support  research  and  not  to  support  the  operation  of  the  Poison  Center. 
The  San  Francisco  Bay  Area  Regional  Poison  Center  was  mentioned  as  an  example  of 
this  funding.   It  is  my  understanding  that  this  Poison  Center  has  participated  in  several 
projects  that  were  funded  for  a  total  of  approximately  $20,000.    Although  research  is 
important  it  does  not  address  the  current  funding  crisis,  which  focuses  on  much  needed 
support  for  Poison  Center  operations. 

I  look  forward  to  working  with  you  over  the  next  few  months  to  develop  a 
strategy  to  solve  the  current  Poison  Center  funding  crisis.  Thank  you  again  for  you 
efforts  in  helping  us  bring  this  crisis  to  the  public's  attention. 

Sincerely  yours, 

fi^tyC^ 

Gary  M.  Oderda,  Pharm.D.,  M.P.H. 
President 

cc:       AAPCC,  Board  of  Directors 
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One  Ch**en's  Place.  3705  Fifth  Avenue  at  OSoto  Sneet  Pittsburgh.  PA  15213  •  |4I2)  692-5600 


March  24, 1994 


The  Honorable  Edolphus  Towns 
U.S.  House  of  Representatives 
2232  Rayburn  House  Office  BuHding 
Washington,  DC  20515-3210 

Dear  Congressman  Towns: 

I  would  like  to  thank  you  for  the  opportunity  to  testify  before  your  Subcommittee  on  Human  Resources  and 
intergovernmental  Affairs  at  last  week's  hearing  on  poison  centers. 

it  was  a  privilege  for  me  to  appear  before  you  and  the  members  of  the  Subcommittee  to  share  the  funding 
history  of  the  Pittsburgh  Poison  Center.  Your  support  of  regional  poison  centers  is  greatly  appreciated  at 
this  critical  time  when  so  many  centers  throughout  the  country  are  faced  with  either  a  reduction  in  services 
or  potential  closure,  due  to  the  funding  problems  which  were  so  clearly  articulated  last  week.  I  admire  your 
commitment  to  this  issue  and  commend  you  for  your  efforts  to  address  the  funding  crisis  which  currently 


As  I  mentioned  during  my  testimony,  we  at  the  Pittsburgh  Poison  Center  at  Children's  Hospital  are  proud  of 
the  commitment  we  have  made  to  provide  poisoning  emergency  services  to  the  residents  of  Western 
Pennsylvania  and  we  look  forward  to  working  with  you  and  your  colleagues  to  identify  a  means  by  which  a 
successful  public-private  partnership  which  will  help  to  ensure  the  long-term  provision  of  our  life-saving  and 
cost  effective  services. 

On  behalf  of  the  Pittsburgh  Poison  Center  and  Children's  Hospital  of  Pittsburgh,  I  thank  you  for  your 
interest  in  regional  poison  centers  and  hope  that  you  will  feel  free  to  contact  me  if  I  can  be  of  assistance  to 
you  or  to  your  staff  as  you  continue  to  pursue  this  issue. 

Sincerely, 

Edward  P.  Krenzelok,  PharrjvDJ 

Director 

Pittsburgh  Poison  Center 

Professor 

Departments  of  Pharmacy  &  Pediatrics 

University  of  Pittsburgh 

cc:  Wflliam  Layden 


Edward  P.  Krcnzefc*.  Pharm.D. 

Director 

A  Designated  Regional  Pooon  Center  by  the  American  Association  of  Poison  Control  Centers 
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From: 

Steven  H.   Lamm,  MD 

Consultants     in     Epidemiology     and     Occupational     Health,     Inc. 

2428  Wisconsin  Avenue,  NW        Washington,  DC     20007 

Tele:  202/333.2364 fm        2  »  %  I  3  ?  ?  =  3  %  3  ? 

To:  Bill     Layden 

of:  Human     Resources 

Eaxj 1-202-225-2382 . 

flf   sent   in   error   to    wrong    party,   please   destroy  and   notify   sender.   Thank   you.) 

Comments: 


Please  accept  this  for  the  record  of  the 
March  15,  1994  hearing  on  Poison 
Control  Centers  that  was  held  by  the 
Subcommittee  on  Human  resources  and 
Intergovernmental  Relations  of  the  House 
Government     Operations     Committee. 

If  you  have  any  questions,  please  call  me 
at       202/333-2364. 


Thank    you, 


Steven    H.   Lamm,   MD 
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Consultants 
inEpidemiology  cf 
Occupational 
Health,Inc. 


2428  Wisconsin  Avenue,  NW  /  Washington,  DC  20007  /  202-333-2364  /  Fax  202-333-2239 

Dr.  J.  Michael  McGinnis  March  21, 1994 

Deputy  Am  Secretary  for  Health 
(Disease  Prevention  and  Health  Promotion) 
Department  of  Health  and  Human  Services 
Switzer  Bldg.,  Room  2132 
330  C  Street,  SW 
Washington,  D.  C    20201 

Dear  Dr.  McGinnis:  Re:      Funding  of  Poison  Control  Centers 

Poison  Control  Centers  (PCCs)  have  been  demonstrated  to  be  an  important  and 
effective  preventive  medicine  institution.  Traditionally,  PCCs  been  funded  out  of  state 
budgets  and  the  "sense  of  community  responsibility''  of  hospitals  that  serve  as  then- 
hosts.  The  fiscal  tightening  that  has  been  affecting  both  these  institutions  likewise  has 
been  severely  affecting  the  PCCs.  One  certified  center  closed  last  year  (UC  Irvine);  five 
are  currently  threatened  with  closure,  including  that  of  the  National  Capital  area.  The  fad 
that  current  funding  sources  cannot  continue  to  support  PCCs,  a  vital  life-saving 
institution,  is  demonstrative  that  the  current  sources  are  not  the  appropriate  sources. 

I  am  writing  you  to  identify  some  actions  that  the  Department  of  Health  and 
Human  Service  (DHHS)  can  take  to  assure  that  all  Americans  can  have  access  to  Poison 
Control  Center  services.  DHHS  has  responsibility  for  setting  the  criteria  for  standards  of 
primary  health  care  under  various  programs  for  both  hospitals  and  physicians,  I  assert 
that  access  to  and  use  of  poison  control  center  services  is  a  primary  function  of  a  health 
care  system  and  of  those  that  purport  to  provide  primary  health  care  services.  I  propose 
that  DHHS  set  the  ready  availability  of  a  certified  Poison  Control  Center  as  a  standard  of 
practice. 

Physicians,  hospitals,  HMOs,  and  other  care  givers  might  establish  either  contract 
arrangements  or  fee-fbr-services  arrangements  with  a  PCC  as  fits  their  needs  If  hospitals 
are  to  provide  primary  health  care  services,  they  must  be  able  to  provide  quality  response 
to  poisoning  events.  If  a  physician  wishes  to  provide  primary  health  care  services,  they 
likewise  must  be  able  to  provide  the  same.  For  instance,  DHHS  might  set  it  as  a  standard 
of  practice  for  its  Essential  Medical  Providers  for  underserved  areas  program 

These  types  of  arrangements  do  exist.  At  the  recent  congressional  hearing  (Rep. 
Towns,  March  15,  1994),  Dr.  Krenzetok  of  Pittsburgh  reported  that  their  hospitals  pay 
the  PCC  either  an  annual  fee  of  about  $3,300  or  a  per  caO  fee  of  $50.    Shnflariy,  Dr. 
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Marcos  of  New  Jersey  reported  that  New  Jersey  has  a  hospital-based  consortium  that 
supports  the  PCCs  He  further  reported  that  the  Joint  Commission  on  Hospital 
Accreditation  has  included  a  statement  in  their  1994  manual  that  all  hospital  staffs  must 
have  access  to  poison  control  information.  What  is  being  done  in  the  private  sector  can  be 
done  through  the  public  sector.  Thus,  the  groundwork  for  this  as  a  standard  has  begun. 

J  suspect  that  this  funding  problem  of  PCCs,  which  is  acute  today,  may  not  be 
with  us  by  the  end  of  the  decade  when  a  universal  health  coverage  program  has  taken 
place  and  funding  can  be  on  a  direct  fee-for-service  basis  or  on  institutional  contractual 
basis.  However,  the  problem  is  acute  and  certain  actions  may  be  necessary  to  save  the 
centers  for  fiscal  year  '95,  others  to  save  the  PCC  system,  and  still  others  to  extend  and 
technologically  update  the  system  on  the  information  highway.  While  we  wait  for  these 
systems  to  come  into  place  and  for  a  PCC  system  to  be  rebuilt,  the  absence  of  PCC 
services  will  mean  an  increased  use  of  emergency  transport  services,  emergency  rooms, 
and  hospital  services,  and  therefore  increased  costs.  Most  estimates  are  that  $1  in  PCC 
costs  saves  $4-$9  in  medical  care  costs.  It  will  mean  delayed  treatment  and  inappropriate 
treatment.  It  will  mean  the  absence  of  a  surveillence  system  for  the  early  detection  of 
new  or  unknown  toxic  exposures.  It  will  mean  the  absence  of  preventive  services  and 
education  to  prevent  poisonings. 

The  frequency  of  toxic  exposures  and  our  awareness  of  them  will  continue  to 
grow.  New  generations  of  technology  may  provide  greater  information  access  for  the 
handling  of  poisoning  events,  but  the  personalized  service  of  the  specialist  in  poison 
information  will,  unfortunately,  still  be  needed. 

I  pass  these  concerns  onward  to  you  and  urge  that  the  Department  through  its 
standards-setting  procedures  and  other  opportunities  establish  the  necessary  basis  for 
preserving  the  Poison  Control  Centers  and  assuring  that  these  primary  health  care 
services  are  available  to  all  Americans. 


Cordially  and  respectfully, 


Steven  H.  Lamm,  MD,  FAAP,  FACOEM 


CC:  Rep.  Edolphus  Towns 
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March   25,    1994 


The  Honorable  Edolphus  Towns 

Chairman 

Subcommittee  on  Human  Resources  and 

Intergovernmental  Relations 
Congress  of  the  United  States 
House  of  Representatives 
Committee  on  Government  Operations 
2137  Rayburn  House  Office  Building 
Washington,  O.C.   20313-6143 

Dear  Congressman  Towns i 

Please  accept  the  enclosed  statement  by  the  State  and 
Territorial  Injury  Prevention  Directors  Association  (STIPDA) 
for  entering  into  the  record  of  the  recent  public  hearing. 
Poison  Control  Centers i  Is  There  An  Antidote  Por  Budget 
Cuts? 

The  state  and  Territorial  Injury  Prevention  Directors 
Association  is  made  up  of  one  injury  prevention  expert  from 
each  state  and  territory,  and  appointed  by  their  public 
health  commissioner,  as  officials  responsible  for  improving 
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Public  Hearing 
Poison  Control  Centers;  Is  There  An  Antidote  for  Budget  Cuts? 

I .  INTRODUCTION 

The  State  and  Territorial  Injury  Prevention  Directors 
Association  welcomes  the  opportunity  to  participate  in  this 
public  hearing.   The  Subcommittee  on  Human  Resources  and 
Intergovernmental  Relations,  under  the  leadership  of  Congressman 
Towns,  is  to  be  commended  for  the  active  role  it  has  undertaken 
to  embrace  the  problem  of  ensuring  continuity  of  poison  control 
and  prevention  services  for  all  citizens. 

There  is  a  public  health  crisis  underway  and  it  is 
worsening.   Poison  control  centers  across  the  nation  are  closing 
and  many  are  seeking  funding  to  stay  solvent.   Recent 
interruptions  in  poison  center  services   have  resulted  in 
significant  increases  in  hospital  admitted  poisonings  and  other 
medically  treated  poisonings. 

In  1983  there  were  384  poison  control  centers  in  the  U.S. 
Ten  years  later  there  were  100  poison  control  centers  operating. 
Today,  there  are  87  centers  (1).   The  poison  control  center  in 
Irvine,  California  recently  closed  leaving  5.5  million  people 
without  poison  center  services .   Several  more  centers  will  close 
their  doors  before  the  end  of  1994  if  additional  funding  is  not 
found.   In  addition,  due  to  insufficient  funding,  nearly  half  of 
the  U.S.  is  served  by  poison  control  centers  which  are  not 
certified  by  the  American  Association  of  Poison  Control  Centers. 
Thirty-eight  poison  centers  are  currently  certified  by  the  AAPCC. 

II.  MANAGING  POISON  CONTROL  CENTERS 

Poison  control  centers  are  the  front-line  responders  to 
poison  emergencies.   When  someone  calls  a  center,  the  specialist 
in  poison  information  obtains  a  history  from  the  caller,  assesses 
the  severity  of  the  poisoning,  provides  immediate  treatment 
recommendations  and  refers  the  patient  for  further  medical 
attention  only  when  it  is  necessary.   The  center  will  follow-up 
all  significant  poisonings  until  it  is  determined  that  the 
patient  is  okay.   The  specialist  then  provides  poison  prevention 
counseling  to  those  involved  to  reduce  the  likelihood  of  future 
preventable  poisonings  (1).   Typically,  centers  are  staffed  by  a 
medical  director,  an  administrative  director,  poison  information 
specialists,  a  health  educator,  and  support  staff  as  size  of  the 
center  requires. 
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Poison  control  centers  perform  the  following  services: 

a.  Poison  center  specialists  answer  toll-free  calls  and 
provide  expert  consultation  for  emergency  poison 
exposures  and  inquiries  24  hours /day,  7  days /week. 

b.  Provide  managed  care  for  poisoning  patients  and  serve 
as  a  source  of  up  to  date  information  from  reliable 
sources  including  access  to  a  computerized  database  on 
poisons. 

c.  Disseminate  expert  information  to  health  care 
professionals  and  the  public.   Conduct  education 
training  workshops  for  professionals. 

d.  Collect  uniform  data  on  poisonings  and  participate  in 
statewide  and  nationwide  sharing  of  data  regarding 
poisonings. 

e.  Protect  communities  through  identification  of  new  toxic 
risks.   Conduct  research  to  enhance  poison  control 
management . 

f.  Promote  poisoning  prevention  among  the  public  (2). 

During  1992,  Poison  Control  Centers  in  the  U.S.  handled  2.4 
million  calls  which  averages  275  calls  for  every  hour  of  every 
day.   Of  these  calls,  75  percent  (N=1.8  million)  represented 
human  exposure  cases.   The  remaining  calls  were  for  poison,  drug, 
or  related  information  by  health  care  providers  and  consumers. 
Nearly  75  percent  of  poisonings  reported  to  poison  centers  are 
managed  entirely  in  the  home  by  telephone  consultation  ( 1 ) . 

Children  younger  than  6  years  of  age  accounted  for  59 
percent  of  cases  (N=l  million)  in  1992,  reflecting  the 
susceptibility  of  young  children  to  contact  with  potentially 
toxic  substances.   An  additional  213,000  exposures  involved 
children  from  six  to  19  years  of  age  (1).   Despite  advances  in 
poisoning  prevention  such  as  widespread  use  of  child-resistant 
packaging,  the  sheer  number  of  exposures  illustrates  that  contact 
by  youngsters  with  toxic  substances  remains  a  stubbornly  common 
public  health  problem  in  our  society. 

In  1992,  13,000  poisoning  victims  died  and  285,000  were 
hospitalized.   Poisonings  resulted  in  almost  1.2  million  days  of 
acute  care  hospitalization.   Hospitalized  poisonings  permanently 
disabled  about  35,000  survivors  in  1992  (3). 

One  of  the  national  health  objectives  for  the  Year  2000  is 
to  decrease  the  number  of  emergency  department  treatments 
resulting  from  nonfatal  poisonings.   For  the  population  as  a 
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whole,  the  target  of  reducing  the  Year  2000  objective  of  88 
visits  (to  emergency  departments)  per  100,000  people  to  75.5,  has 
already  been  reached  (1990  data).   However,  among  children  4 
years  of  age  or  younger,  the  Year  2000  goal  of  520  emergency 
department  visits  for  nonfatal  poisonings  has  actually  increased 
to  729  per  100,000  in  1990  (4). 

III.  FUNDING  POISON  CONTROL  CENTERS 

There  is  no  single,  stable  source  of  funding  available  for 
all  poison  control  centers  in  the  nation.   In  fact,  a  recent 
survey  of  38  certified  poison  control  centers  conducted  by  the 
Consumer  Federation  of  America  reports  that  in  what  represents 
unique  public/private  partnerships,  there  are  approximately  20 
funding  sources  ranging  from  local  and  state  government  to 
Medicaid  to  United  Way  to  various  donations.   In  the  survey,  24 
of  the  38  centers  reported  reductions  in  their  funding  and  many 
anticipate  new  or  continued  cuts.   Four  centers  will  close  in 
1994  unless  additional  funds  can  be  secured  (5). 

Even  payment  by  Medicaid,  Blue  Cross,  and  commercial 
insurance  providers  for  legislated  poison  control  center 
activities  in  New  York  State  falls  short  of  providing  adequate 
reimbursement.   While  the  cost  effectiveness  of  the  Centers  can 
be  directly  linked  to  activities  to  prevent  emergency  room  visits 
(i.e.,  managing  poisoning  exposures  over  the  telephone, 
prevention  activities  through  education  and  promotion),  poison 
control  centers  are  not  being  fully  reimbursed  to  support  these 
activities  (2 ) . 


IV.    VALUE  OF  POISON  CONTROL  CENTERS 

Poison  control  centers  have  proved  effective  in  reducing 
emergency  room  visits  for  suspected  poisonings  ( 6 )  and  thus  have 
proved  their  value  in  health  care  cost  containment.   Miller 
estimates  that  for  every  dollar  spent  in  operating  the  poison 
control  center  network,  a  minimum  of  $7.75  is  saved.   He  also 
estimates  that  poison  centers  save  $485  million  annually  (3). 

In  addition,  about  280,000  health  care  providers  annually 
seek  the  advice  of  poison  control  centers.   The  centers  also 
advise  providers  in  advance  about  treatment  needed  by  another 
270,000  referred  patients  (3).   Poison  centers  conduct  poisoning 
data  surveillance  activities  and  are  the  recognized  expert 
resource  to  all  healthcare  providers. 
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In  a  related  example  of  cost  savings,  the  Long  Island  Poison 
Control  Center  in   New  York  State  found  that,  for  children  under 
age  5,  the  number  of  telephone  calls  for  exposures  to  potentially 
toxic  substances  increased  from  6,848  calls  in  1969  to  10,564 
calls  in  1992,  an  increase  of  54.3  percent.   However,  emergency 
facility  visits  for  this  group  decreased  from  513  in  1969  to  60 
in  1992,  a  decrease  of  88.3  percent!  (2).   Thus,  more  calls  to  a 
center  will  result  in  fewer  visits  and  greater  cost  savings. 

The  centers  also  reduce  unnecessary  health  care  expenditures 
for  poisonings  and  reduce  the  burden  on  our  9-1-1  systems  and 
emergency  transport  services.   It  has  been  estimated  that  if 
there  were  no  poison  control  center  services,  70  percent  of 
people  would  call  911  or  an  emergency  medical  service  (1). 

V.    PUBLIC  HEALTH  IMPACT 

If  poison  control  centers  are  not  reimbursed  at  appropriate 
levels,  they  will  be  forced  to  cut  back  on  highly  trained  poison 
information  specialists  and  health  educators  which  will  result  in 
inadequate  coverage  of  poison  information  phone  calls  and 
provision  of  prevention  education/outreach.   Without  this 
coverage,  there  will  be  significant  increases  in  emergency  phone 
calls  to  centers  which  can  not  be  adequately  handled  due  to  a 
reduction  of  poison  information  specialists.   There  will  also  be 
increases  in  the  number  of  anxious  parents  bringing  their 
children  to  an  emergency  department  for  poisonings  that  could 
easily  be  handled  over  the  phone,  thus  increasing  the  costs  of 
health  care  instead  of  containing  or  reducing  it.   In  addition, 
an  increase  of  home  treatment,  by  parents,  in  the  absence  of 
expert  consultation  may  occur  and  result  in  further  injury  to  the 
victim  (2) . 

Without  poison  control  center  services,  it  is  estimated  that 
600,000  additional  poisoning  victims  would  be  medically  treated 
annually.   Recently  in  Louisiana,  Michigan  and  California  poison 
control  center  services  were  interrupted.   This  interruption 
resulted  in  a  16  percent  increase  in  hospital  admitted 
poisonings,  and  other  medically  treated  poisonings  rose  by  37 
percent  ( 3) . 

In  addition,  emerging  poisoning  issues  that  potentially 
impact  on  the  public's  health  may  not  be  discovered  and  handled 
in  a  timely  fashion  to  prevent  injury  and  death. 

Poison  control  centers  also  provide  surveillance  of  products 
for  poisoning  hazards.   Without  poison  control  centers,  consumers 
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(especially  children)  will  be  needlessly  injured,  by  newly 
marketed  toxic  products  which  will  not  be  identified  as  quickly, 
delaying  repackaging  or  removal  of  the  product  from  the  market 
(1). 


VI.   OPTIONS  FOR  POISON  CONTROL  SERVICES 

While  there  are  a  variety  of  sources  and  strategies  to  fund 
poison  control  centers,  most  are  not  stable  nor  are  they  adequate 
in  terms  of  providing  full  reimbursement.   The  members  of  the 
State  and  Territorial  Injury  Prevention  Directors  Association 
recommend  a  funding  source  specifically  appropriated  for  the 
operation  of  poison  control  centers  and  proportional  to  a  state's 
population  and  incidence  of  poisoning. 

One  such  method  that  may  be  a  panacea  is  President  Clinton's 
proposed  Health  Security  Act  Title  III:  Subtitle  D  -  Core 
Functions  of  Public  Health  Programs,  National  Initiatives 
Regarding  Preventive  Health.   In  relation  to  Poison  Control 
Centers,  the  proposed  Core  Public  Health  Activities  would  protect 
Americans  against  harmful  products  and  poor  quality  health  care; 
protect  from  hazards  in  the  environment,  workplace,  housing, 
food,  and  water;  identify  and  control  patterns  of  injury;  and, 
inform  and  educate  health  care  consumers /providers  on  appropriate 
use  of  medical  services  (7). 

In  addition,  the  Core  Functions  of  Public  Health  Programs 
include:  the  monitoring  of  health  status  and  disease 
surveillance;  laboratory  services  to  support  disease  control  and 
environmental  protection;  health  education  and  information; 
community  mobilization  for  health-related  issues;  targeted 
outreach  and  linkage  to  needed  services;  quality  education  of 
public  health  professionals;  and  leadership,  policy,  planning, 
and  administration  (7).   However,  while  the  President's  proposed 
plan  encompasses  a  wide  variety  of  public  health  rubrics,  it 
falls  short  by  not  specifying  or  "earmarking"  funding  to  address 
injury-related  priorities  such  as  support  for  poison  control 
centers. 

Several  advantages  of  a  single  funding  source,  such  as 
categorical  or  the  Core  Functions  of  Public  Health  Programs 
methodology,  is  that  the  poison  control  centers  would  not  be 
subject  to  reimbursement  by  volume  of  patients,  admission  to  a 
health  care  facility  or  emergency  room  treatment,  or 
fragmentation  of  payment  by  several  insurance  payors.   The  poison 
control  centers  would  also  have  a  budget  cap  and  would  manage 
their  services  within  a  certain  amount  of  funding,  enabling 
better  planning  and  delivery  of  services,  especially  those 
focusing  on  prevention. 
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To  summarize,  federal  funding  through  the  Core  Functions  of 
Public  Health  Programs  or  other  similar  method  that  specifically 
appropriates  money  for  poison  control  centers  would  assure 
stabilized  funding  during  this  managed  care  era.   A  prevention 
oriented  system  using  public  health  approaches  makes  the  services 
of  the  poison  center  even  more  valuable  and  necessary.   Funding 
by  our  federal  government  would  assure  that  all  Americans  have 
easy  access  to  immediate  assistance  in  a  poison  emergency. 

Thank  you  for  this  opportunity. 

NOTE:  The  views  presented  in  this  testimony  are  not  necessarily 
those  of  each  representative  of  the  State  and  Territorial  Injury 
Prevention  Directors  Association. 
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NORTH  TEXAS 
POISON  CENTER 


March  25,  1994 


Representative  Edolphus  Towns 

Subcommittee  on  Human  Resources  and  Intergovernmental  Relations 

Committee  on  Government  Operations 

United  States  House  of  Representatives 

B372  Rayburn  House  Office  Building 

Washington,  DC  20515-6143 


Dear  Representative  Towns, 


PARTNER 

Portland  Memorial  Fund 

BENEFACTORS 

All  Saints  Health  Care,  Inc 

Baylor  University 
Medical  Center 

Children's  Medical  Center 
of  Dallas 

Cook-Fort  Worth  Children's 
Medical  Center 

Hams  Methodist  Health  System 

HCA  Medical  Center  of  Piano 

Humana  Hospital-Medical  City 
of  Dallas 

Junior  League  of 
Richardson.  Texas 

Mary  Kay  Cosmetics,  lite 

Methodist  Medical  Center 

North  Texas  Medical  Center 

Presbyterian  Hospital  of  Dallas 

R.  E   Thomason 
General  Hospital 


Dallas.  Fori  Worth 

Medical  Center 

Lewisville  Memorial  Hospital 

Medical  Center  Hospital 
of  Odessa 

Nonkwood  Woman's  Club 


At 

P  O  Bos  39926 

Ddku.  Tea*  79239 

MMM  Ptwoe  2 1 4  990  6629 

■■MM  Fo  2 1 4  990  6626 

Pottos  Hottkor  214  990  9000 

Tofl  Free  I  800  441  0040 


I  am  the  director  of  the  North  Texas  Poison  Center  in  Dallas,  Texas,  I  would  like 
to  provide  you  with  my  statement  of  support  of  poison  centers  in  America.  After  World 
War  D  the  consumer  market  became  flooded  with  new  chemicals,  insecticides,  pesticides 
and  medications,  as  well  as  a  host  of  polishing,  cleaning  and  sanitizing  agents.  As  these 
products  made  their  way  into  the  home,  there  was  such  a  marked  increase  in  accidental 
poisoning  that  it  became  the  leading  cause  of  death  in  children  under  five  years  of  age.  It 
was  quickly  apparent  that  no  one  physician  could  keep  abreast  of  all  these  new  products 
toxicity  and  treatment.  As  a  result  of  this,  Regional  Poison  Centers  were  developed. 

During  the  past  27  years,  deaths  from  accidental  poisonings  have  decreased  This 
decrease  can  be  partly  attributed  to  the  establishment  of  poison  centers  for  two  reasons. 
The  first  reason  is  poison  centers  provide  quick  access  to  the  most  current  poison 
treatment  information  and  second,  maintain  outreach  programs  for  communities  in  poison 
preventions  The  Poison  Prevention  Packaging  Act  passed  in  1970,  also  has  significantly 
contributed  to  the  decease  in  the  number  of  deaths  in  children  by  poisonings. 

Data  generated  by  poison  centers  suggest  that  poisoning  in  the  0  to  5  year  age 
group  represents  the  majority  of  cases,  and  most  of  these  exposures  are  not  severe  and  do 
not  require  extensive  treatment.  In  fact,  over  75%  of  these  cases  may  be  treated  at  home 
without  further  access  to  the  health  care  system. 

In  1984,  the  North  Texas  Poison  Center  opened  its  phone  lines  to  residents  in 
Dallas  County.  In  the  first  year,  the  center  handled  10,000  calls  By  1991,  the  call  volume 
grew  to  over  68,000  calls  per  year.  Callers  were  from  all  over  the  State  of  Texas,  as  well 
as  Louisiana,  Arkansas  and  Oklahoma.  The  North  Texas  Poison  Center  was  supported 
by  Parkland  Memorial  Hospital  (Dallas  County  Hospital  District)  and  donations. 
Parkland  Memorial  Hospital,  the  county  hospital  for  Dallas  County,  is  supported  by  taxes 
from  Dallas  County  residents.  In  1991,  economic  restraints  forced  the  Hospital  District 
to  reduce  its  overall  budget.  The  Poison  Center  caller  location  was  looked  at  and  showed 
that  only  30%  of  the  call  volume  was  coming  from  Dallas  County  residents.  At  this  time 
the  North  Texas  Poison  Center  began  charging  counties  for  services  provided.  If  a  county 
elected  not  to  subscribe  for  services,  its'  residents  access  to  the  center  was  blocked.  Many 
Texans  who  previously  had  access  to  toll-free  poison  center  services  were  now  required 
to  either  call  a  hospital,  doctor,  ambulance  or  the  overloaded  Texas  State  Poison  Center 
located  in  Galveston,  Texas. 
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NORTH  TEXAS 
POISON  CENTER 


PARTNER 

Parkland  Memorial  Fund 

BENEFACTORS 

All  Saints  Health  Care.  Inc 

Baylor  University 
Medical  Center 

Children's  Medical  Center 
ofDallas 

Cook-Fort  Worth  Children's 
Medical  Center 

Harris  Methodist  Health  System 

HCA  Medical  Center  of  Piano 

Humana  Hospital-Medical  City 
ofDallas 
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Richardson.  Texas 

Mary  Kay  Cosmetics.  Inc. 

Methodist  Medical  Center 

North  Texas  Medical  Center 

Presbyterian  Hospital  ofDallas 

R  E   Thomason 
General  Hospital 


Since  1986,  a  small  group  of  people  involved  in  toxicology  have  worked  to  find 
a  stable  source  of  funding  for  all  poison  centers  in  Texas  In  1993,  legislation  was  enacted 
to  fund  a  state  poison  center  network  by  imposing  a  surcharge  on  intrastate  long  distance 
calls  The  surcharge  rate  is  set  at  0  3%  and  is  estimated  to  raise  more  than  $5,000,000 
per  year.  To  the  average  family  in  Texas  this  cost  will  be  less  than  $0.50  per  year 

In  paying  this  $5,000,000  per  year,  the  State  of  Texas,  public  and  private  insurer 
and  the  general  public  will  save  anywhere  from  $20  to  $45  million  dollars  a  year  in 
unnecessary  health  care  cost.  Health  care  reform  and  preventive  medicine  are  the  topics 
of  today.  Poison  centers,  have  for  years,  been  promoters  of  prevention  and  have  reduced 
unnecessary  health  care  costs. 

Texans  now  pay  less  than  fifty  cents  a  year  to  enjoy  free  unlimited  access  to  poison 
center  services  and  may  never  realize  that  this  service  will  keep  them  from  getting  billed 
for  an  unnecessary  ambulance  ride  and  visit  to  an  emergency  department  that  could  cost 
up  to  $350. 

Poison  centers  are  emergent  care  providers  Poison  centers  save  lives  and  prevent 
disablement.  Poison  centers  are  cost  effective.  Poison  centers  prevent  unnecessary 
utilization  of  our  precious  health  care  resources  Poison  centers  promote  poison 
prevention.  Poison  centers  assist  in  providing  the  most  current  treatment  information  to 
poisoned  victims.  Poison  centers  are  a  valuable  resource  for  the  United  States. 

Don't  let  more  poison  centers  across  the  nation  close.  Funding  poison  centers 
across  America  will  be  one  step  toward  health  care  reform 

Sincerely, 


Lena  C  Day,  BS,  RN 
Director 


Dallas/Fort  Worth 
Medical  Center 

Lewisville  Memorial  Hospital 

Medical  Center  Hospital 
of  Odessa 

Northwood  Woman's  Club 


At  Parkland  Memorial  Hospital 
PO  Box}5926 
Dallas.  Tcica*  752  *5 
Business  Phone  2 1 4  590  6625 
business  tax  2 1 4  590  6626 
Poison  Hotline  2 1 4  590  5000 
Toll  Free  I  800  441  0040 
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March  28,  1994 

The  Honorable  Edolphus  Towns 

Chairman 

House  Subcommittee  on  Human  Resources 

and  Intergovernmental  Relations 
B-372  Rayburn  House  Office  Building 
Washington,  D.C.   20515 

Dear  Chairman  Towns: 

I  want  to  commend  you  for  taking  the  initiative  to  hold  a  hearing  on 
the  financial  plight  of  our  nation's  poison  centers. 

Poison  centers  are  a  tremendously  important  component  of  our 
public  health  system.   They  are  also  an  excellent  example  of  a  very 
successful  injury  prevention  program  that  saves  lives  and  money. 
Studies  have  shown  that  for  every  dollar  spent  on  a  poison  control 
center  $7. 50  are  saved  in  total  costs  to  society;  over  the  last  20  years 
poisoning  deaths  to  children  have  dropped  from  40  a  year  to  50. 
What  a  success  story!  These  positive  results  make  it  all  the  more 
difficult  to  understand  why  poison  centers  around  the  country  are  in 
dire  financial  straits. 

The  National  SAFE  KIDS  Campaign  is  extremely  concerned  about 
the  financial  plight  of  poison  centers.   The  Campaign  was  formed 
nearly  seven  years  ago  to  combat  the  leading  health  threat  to  our 
nation's  children,  preventable  injuries.    Unintentional  injury  kills 
nearly  8,000  children  and  disables  another  50,000  every  year. 
According  to  our  Chairman  C.  Everett  Koop,  M.D.  most  of  these 
deaths  and  injuries  are  preventable.    Poison  centers  are  a  great 
example  of  a  service  that  prevents  countless  deaths  and  injuries  to 
children  every  year. 

We  strongly  believe  that  successful  prevention  initiatives  like  poison 
control  should  be  institutionalized  as  an  integral  component  of  any 
health  care  reform  package  that  emerges  from  the  Congress. 

From  May  9-11,  as  part  of  our  first  SAFE  KIDS  Summit,  we  will   bring 
two  children  from  each  state  and  the  District  of  Columbia  to 
Washington  to  advocate  for  a  strong  injury  prevention  component 
in  health  care  reform.    The  Campaign  also  will  release  a  report, 
Reform  That  Works:  Preventing  Childhood  Injuries  Produces  Real, 
Documented  Savings.  Our  report  will  clearly  demonstrate  that 
there  are  a  range  of  successful  childhood  injury  prevention  options 
which  should  be  central  to  the  prevention  component  of  a 
comprehensive  health  care  reform  package  that  Congress  adopts. 
Injury  prevention  saves  money  and  human  suffering,  while 
conserving  health  resources. 
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March  28,  1994 


The  current  approach  to  funding  poison  centers  is  inadequate  at 
best.    Centers  must  scramble  to  patch  together  numerous  funding 
streams  to  keep  their  doors  open.    Far  too  much  time  is  wasted 
raising  money,  rather  than  handling  cases. 

The  federal  government  provides  only  7.5%  of  the  total  funding  for 
poison  centers  nationwide  but  realizes  significant  financial  benefits 
from  the  work  of  poison  centers.   On  average,  75%  of  the  2.4  million 
calls  centers  receive  each  year  are  handled  over  the  telephone, 
avoiding  unnecessary  trips  to  hospital  emergency  rooms,  the  most 
expensive  form  of  care.    In  real  terms,  medical  spending  on 
poisoning  currently  averages  $930  per  case.    Poison  centers  are 
involved  in  three-fourths  of  the  cases  at  an  average  cost  of  only  $27 
per  incident. 

The  desperate  financial  situation  facing  many  poison  centers 
necessitates  real  life  dramas  being  played  out  in  communities  across 
the  country.   One  ongoing  example  can  be  found  in  the  District  of 
Columbia  where  the  National  Capitol  Poison  Center  has  been 
fighting  a  life  and  death  struggle  to  find  enough  funding  to  prevent 
its  doors  from  closing. 

The  National  Capitol  Poison  Center  serves  the  34  million  individuals 
in  the  greater  Washington  Metropolitan  area.   The  Center  handles 
nearly  35,000  poison-related  telephone  calls  every  year.    It  has 
received  virtually  no  government  support  since  its  opening  thirteen 
years  ago.   Georgetown  University  Hospital  has  shouldered  80%  of 
the  Center's  $1.1  million  annual  budget.   In  June  of  1993 
Georgetown  University  Hospital  announced  it  would  be  forced  to 
close  the  Center's  doors  unless  another  source  of  funding  was 
secured. 

Since  then,  the  District  of  Columbia  SAFE  KIDS  Coalition,  working 
in  conjunction  with  a  number  of  organizations  and  governmental 
entities  from  throughout  the  Washington  metropolitan  area,  has 
worked  tirelessly  to  find  a  long-term  funding  solution.   The 
response  from  the  state  and  local  governments  involved  and  the 
community,  while  encouraging,  does  not  begin  to  meet  the  long- 
term  financial  requirements  for  operating  the  Center. 
Unfortunately,  this  scenario  is  all  too  similar  for  poison  centers  in 
Phoenix,  Fresno,  Knoxville  and  Tucson.  All  are  facing 
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imminent  closure  unless  additional  operational  funding  can  be 
obtained. 

Chairman  Towns,  your  leadership  has  helped  to  focus  the  nation's 
attention  on  the  financial  plight  of  poison  centers.   The  National 
SAFE  KIDS  Campaign  would  like  to  work  with  you  to  take  the  next 
steps  in  securing  permanent  funding  for  a  nationwide  network  of 
poison  centers.    We  believe  that  health  care  reform  provides  the 
perfect  opportunity  and  vehicle  to  achieve  this  purpose. 

The  Campaign  and  our  170  State  and  Local  Coalitions  in  47  states  and 
the  District  of  Columbia  look  forward  to  working  with  you  over  the 
next  few  weeks  and  months  to  develop  a  comprehensive  public 
health  component  for  health  care  reform.   We  want  to  ensure  a 
range  of  injury  prevention  services,  like  poison  centers,  are  available 
to  all  Americans  in  any  comprehensive  reform  package  that 
emerges  from  the  Congress. 

Please  let  us  know  how  we  can  be  helpful.  Thank  you  again  for 
holding  this  hearing  and  for  your  leadership  in  fighting  to  keep 
critical  preventive  services  like  poison  centers  accessible 
nationwide. 

Sincerely, 


Heather  Paul 
Executive  Director 


C.  Everett  Koop,  M.D. 
Chairman 
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BELLEVUE  HOSPITAL  CENTER 

Nrw  York  City  Health  and  Hospitals  Corporation 

EMERGENCY  MEDICAL  SERVICES 

FIRST  AVENUE  AND  27TH  STREET 
NEW  YORK.  NY    10016 
212-561 -SS46 


212-561-3001  FAX 


LEWIS  GOLDFRANK,  MD,  FACEP 

DIRECTOR.  EMERGENCY  MEDICINE 
ASSOCIATE  PROFESSOR  OF  CLINICAL  MEDICINE 
NEW  YORK  UNIVERSITY 
MEDICAL  DIRECTOR.  NYC.  POISON  CENTER 


March  29,  1994 

Edolphus  Towns 

Chairman,  Committee  on  Governmental  Operations 

Human  Resources  &  Intergovernmental  Relations  Subcommittee 

United  States  House  of  Representatives 

B372  Rayburn  House  Office  Building 

Wishington,  D.C.  20515-6143 

Dear  Chairman  Towns: 

It  is  with  great  pleasure  I  write  to  you  with  recognition  of  your  efforts  and  support  for 
funding  of  poison  centers  in  the  United  States.  We  in  New  York  City  have  worked  hard  to 
maintain  the  high  quality  of  poison  services  but  are  forever  on  the  brink  of  succumbing  to  the 
financial  crush  of  our  society.  The  poison  centers  are  a  prime  standard  for  the  public  health 
system  in  our  country.  Enhancing  the  system  on  a  local  and  national  basis  would  greatly 
diminish  costs  of  health  care  for  our  society  and  risks  to  our  people. 

Your  support  for  the  development  of  a  more  organized  and  functional  system  of  poison 
services  for  the  entire  country  will  help  all  of  our  citizens.  It  is  a  great  step.  I  commend  your 
efforts.  I  would  be  more  than  happy  to  help  in  any  fashion  necessary  to  enhance  your  efforts. 


LG:mc 
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The  Detroit  Medical  Center 


Wayne  State  University 

Children's  Hospital 
of  Michigan 


March  29,  1994 


The  Honorable  Edolphus  Towns 

Chairman, 

Subcommittee  on  Human  Resources  &  Intergovernmental  Relations 

Congress  of  the  United  States 

House  of  Representatives 

Committee  on  Government  Operations 

2157  Raybura  House  Office  Building 

Washington,  DC  20515-6143 

Dear  Congressman  Towns: 

Thank  you  for  allowing  me  to  present  testimony  at  your  recent  hearing  on  the 
funding  of  regional  poison  control  centers.  I  found  the  hearing  extremely  informative 
and  very  well  coordinated.  I  want  to  express  my  sincere  appreciation  to  you  and  your 
subcommittee  for  bringing  this  important  issue  to  the  national  consciousness. 
Hopefully  a  stable  and  cost  effective  means  to  fund  the  regional  poison  control  centers 
can  be  developed  and  implemented  in  the  not-to-distant  future. 


Wayne  State  University 
School  ol  Medicine 

Department  of  Pediatrics 
CM vlHon  of  Clinical 
Pharmacology/Toxicology 

Ralph  E  Kauffman,  M.O. 

Director 

313745.5873 

Deborah  Gail  May.  M  D 
313745  5874 

Sanford  N.  Cohen.  MO. 
313.745  5214 

Pippa  M  Simpson.  Ph  d 

Bio  statistician 
313745.6878 

Mark  L.  Stout  Ph.D. 
313.745  5825 


Sincerely, 


Ralptj  E.  KauffmaHrM.D. 
Professor,  Pediatrics  and 

Pharmacology 
Director,  Division  of  Clinical 

Pharmacology /Toxicology 
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Children's  Hospital  of  Michigan 

3901  Beaubien  Boulevard  Detroit,  Michigan  48201-2196  Fax  313.745.5441 
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SAN  FRANCISCO 
BAY  AREA  REGIONAL 
POISON  CONTROL  CENTER 


24-Hour  Hotline  800/523-2222 

Administrative  Office  415/206-5524 

Pamphlets  and  Stickers  415/206-5265 

Health  Education  415/206-8554 


San  Francisco  General  Hospital     1001  Potrero  Avenue    San  Francisco,  California    941 10 


March  30,  1994 


The  Honorable  Edofphus  Towns 


Subcommittee  on  Human  Resource*  and  Intergovernmental  Relations 
Congress  of  the  United  State*  -  House  of  Representatives 
2157  Ray'uurn  House  Office  Building 
Washington.  DC  20515-6143 


Thank  ; 


Dear  Congressman  Towns: 

:  you  for  the  privilege  of  speaking  before  your  subcommittee  regarding  the  plight  of  poison  control 
a  in  the  United  States.   I  would  like  to  commend  your  committee  on  its  comprehensive  and 
I  investigation  and  aimaimiMiU  of  the  issue.   We  support  you  in  the  noble  and  prudent  goal  to 
ensure  that  all  Americans  arc  guaranteed  access  to  quality  poison  control  center  services.  As  we  are 
witnessing  in  California,  as  well  as  across  the  nation,  is  die  unconscionable  collapse  of  poison  centers 
resulting  in  unnecessary  deaths,  suffering  and  health  care  costs. 

If  I  can  be  of  any  further  assistance  to  you  or  your  staff,  please  do  not  hesitate  to  contact  me. 
Sincerely, 


^pIL*.  i 


Thomas  E.  Kearney,  PharmD 
Managing  Director  -  San  F 
Treasurer-  American 


Bay  Area  Regional  Poison  Control  Center 
of  Regional  Poison  Control  Centers 


AAPCCBoardofI 

William  Layden 

Rose  Ann  Soloway 

California  Delegation  -  Members  of  the  Committee  on  Government  Operations: 

Congressman  Henry  A.  Waxman 

Congressman  Tom  Lantos 

Congressman  Gary  A.  Condit 

Congresswoman  Lynn  C.  Woolssy 

Congressman  Al  McCandles 

Congressman  C.  Christopher  Cox 
i  Stephen  Horn 
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Attuned*.  Contra  Coata,  Del  None,  Hu  mboWt   Minn. 
Mmdocino,  Napa,  San  Fisncucri.  Sen  Mateo,  and  Sonoma 

Ctty  of  San  Frandaco,  Unncntty  of  California 
San  rranclaco.  School  of  Pharmat  v 
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STATE  OF  NEW  HAMPSHIRE 

DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 

DIVISION  OF  PUBLIC  HEALTH  SERVICES 

6  Hazen  Drive,  Concord,  NH  03301-6527 

TDD  Access:  Relay  NH  1-800-735-2964 

Agency  Phone  603-27 1  -  4664 


April  7,  1994 


Honorable  Edolphus  Towns,  Chair 
Subcommittee  on  Human  Resources 
House  Committee  on  Government  Operations 
B  372  Rayburn  HBO 
Washington,  DC  20515 


Dear  Honorable  Towns: 


The  New  Hampshire  Division  of  Public  Health  Services  (DPHS)  would  like  to  inform  you  of 
some  current  events  regarding  federal  funding  for  poison  control  centers  across  the  country. 

On  March  15,  1994,  there  were  hearings  held  in  Washington  on  "Poison  Control  Centers:  Is 
there  ah  Antidote  for  Budget  Cuts?"  The  purpose  of  the  hearings  were  to  explore  the  funding 
problem  of  poison  centers  who  are  largely  dependent  on  financial  assistance  from  a  few  hospitals 
and  limited  legislative  funds   Over  the  past  few  years,  the  large  public  health  benefit  of  a 
regionalized,  well  trained,  poison  and  toxin  response  system  has  been  threatened  by  budget  cuts 
and  closure. 

The  New  Hampshire  Poison  Information  Center  (NH  PIC)  located  at  Dartmouth-Hitchcock 
Medical  Center  in  Lebanon  has  been  invaluable  to  our  efforts  to  reduce  morbidity  and  mortality 
from  both  accidental  and  intentional  poisonings.  The  NH  PIC  is  part  of  a  tiered  response  system 
which  involves  the  general  public,  medics  (EMTs),  hospitals,  physicians,  the  poison  center,  and 
state  public  health  officials   The  DPHS  has  relied  on  the  NH  PIC  during  food  contamination 
outbreaks,  chemical  spills  and  related  evacuations,  environmental  contamination  emergencies, 
product  tampering,  and  other  issues  requiring  immediate  and  sound  medical  advice  from  a  central 
location   Currently,  the  budget  of  the  NH  PIC  is  over  $350,000,  with  only  $30,200  being 
provided  though  the  state  funds  for  phone  lines.  Even  this  relatively  small  amount  of  state 
funding  has  been  threatened  due  to  the  severe  economic  hardships  the  state  has  faced  in  the  past 


Harry  H  Bird,  M  D  .  Commissioner  Patrick  J  Meehan,  M  D  ,  Director  Sunn  D.  Epstein,  Deputy  Director 

Department  of  Health  &  Human  Services  Division  of  Public  Health  Services  Division  of  Public  Health  Services 
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Honorable  Edolphus  Towns 
April  7,  1994 
page  2 


In  conclusion,  the  DPHS  has  always  found  the  regional  poison  center  to  be  an  essential 
resource  for  dealing  with  emergency  poisonings  and  we  would  therefore  encourage  your  active 
participation  in  the  discussion  surrounding  support  for  federal  funding  of  poison  control  centers. 

Please  feel  free  to  contact  me  should  you  require  additional  information  about  this  subject. 

Sincerely, 


y£^*Wl^ 


Patrick  J  Meehan,  M.D 

Director 

NH  Division  of  Public  Health  Services 

PJM/MC/b«w 

cc:    Lin  Courtananche,  RN,  CSH 
Supervisor,  NHPIC 


H:UJSERS\MC\L0y74MC3.DOC/rJ/p:0407»4 
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Fresno  Regional  Poison  Control  Center 
Community  Hospitals  of  Central  California 

2823  Freano  Street,  Fresno  CA  93721  /  P  O  Bon  1232.  Freano.  CA  93715 
Fresno  Community  Hospital  and  Medical  Center 
Supported  In  pan  by  the  Calrfomia  EMS  Authority 
Administration  (209)  442-6406  /  FAX  (209)  442-64S3 

April  14,  1994 


Representative  Edolphus  Towns 
U.  S.  House  of  Representatives 
B372  Raybum  House  Office  Building 
Washington,  DC.   20515-6143 

Dear  Representative  Towns: 

The  Fresno  Regional  Poison  Center  has  provided  24-hour  emergency  services  to  over 
two  million  people  in  Fresno,  Kem,  Kings,  Tulare,  Merced,  Madera,  and  Mariposa 
counties  for  over  twenty  years.  As  of  tomorrow,  the  financial  support  of  our  poison 
center  will  be  discontinued  by  Fresno  Community  Hospital  and  Medical  Center.  At  the 
last  minute,  through  the  foresight  of  another  local  hospital,  our  funding  has  been 
picked  up  for  a  short  time  in  the  hopes  that  alternative  funding  can  be  found. 

The  existence  of  poison  centers  throughout  the  country  is  being  threatened  as  funding 
cuts  continue.   Public  awareness  of  discontinued  poison  center  services  is  increasing 
as  the  news  media  is  beginning  to  pick  up  on  this  issue.   We  would  appreciate  your 
support  of  legislative  efforts  to  establish  a  stable  funding  source  for  this  nation's 
Regional  Poison  Center  system. 

Should  you  require  more  specific  information  from  us  regarding  this  issue,  please 
contact  Brent  Ekins,  Pharm.D.,  Director,  Fresno  Regional  Poison  Center,  Valley 
Children's  Hospital,  3151  North  Millbrook,  IN31,  Fresno,  CA  93703,  or  call 
(209)  241-6040. 


Sincerely 


Gary  v\rVEverson,  Pharm.D. 
Poison  Information  Specialist 


enclosure 


%#iaaV  A  Fecaltlea  Clovts  Community  Hospital  /  Fret-o  Community  Hospital  &  Medtcal  Center  /  Sierra  Community  Hospital 

.  "..ar  »  /  Fresno  Con  slescem  Hospital  /  Saw  Meadows  Convalescent  Hospital  I  Sierra  view  Com  eteajcart  HospHal 
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TUESDAY,  MARCH  15, 1994 


Antidote  sought 
for  ailing  poison 
control  centers 


By  Barbara  Nachman 
USA  TODAY 

They  save  lives.  But  the  na- 
tion's poison  control  centers 
could  use  some  life  preservers 
of  their  own. 

The  telephone  network  of  38 
certified  poison  control  centers 
handle  more  than  2  million 
calls  a  year  involving  acciden- 
tal poisoning,  drug  overdose 
and  suicide  attempts.  About 
70%  of  the  accidental  poison- 
ing calls  are  handled  on  the 
phone  by  counselors.  Others 
are  referred  to  local  hospitals. 

But  the  centers  from  Wash- 
ington, D.C,  to  Fresno,  Calif, 
are  plagued  by  finanrini  cut- 
backs and  are  being  forced  to 
reduce  services  and  even  shut 
down.  Originally  most  were 
hospital-backed  but  now  seek 
funds  from  -many  sources,  in- 
tlualngtaxTneoey' Their  plight 
is  the  focus  of  a  news  confer- 
ence In  Washington,  D.C, 'this 
morning  marking  National 
Poison  Prevention  Week. 

"We've  ait  tie  crisis  mode,". 

tor  of;ther 

Area  FfO 

Center.  "This  Is  not  a  threat,  ' 

be  says.  "It's  not  hypothetical. 

It's  happening." 

►  the  center  In  Washington, 
D.C,  may  close  later  this  year. 

►  Unless  a  new  sponsor  is 
found,  the  center  in  Fresno  will 
dose  in  the  spring  of  199V. 

►  The  Irvine,  Calif,  center 
dosed  in  1993,  leaving  5.5  mil- 
tton  people  without  services. 

In  1992,  the  American  Asso- 
ciation of  Poison  Control  Cen- 
ters reported  2.4  million  calls 
concerning  poison  exposures. 
More  than  1  million  involved 
children  under  6.  About  70%  of 
those  children  were  treated  at 
home.  All  but  30  survived. 

►  taCMI  stariM,  40 
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